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STRUCTURED MEASUREMENT OF PERSONALITY AND MOTIVATION: 
A REVIEW OF CONTRIBUTIONS OF RAYMOND B. CATTELL 


SAUL B. SELLS 


Texas Christian University 


INTRODUCTION 

In his latest book, Personality and Motivation Structure and Measurement, 
Cattell“ has brought between the covers of a single volume an integrated account 
of his massive investigations of these problems. One of his major purposes has been 
to speed the ‘“‘coming revolution in clinical practice’’ by providing clinical psycholo- 
gists with a definitive taxonomy of human personality and motivation, and a rational 
efficient technology of measurement related to it. The research assembled in this 
book is impressive and Cattell’s proposals for application of his work to clinical 
psychology quite challenging. This paper presents a critical review of both. 

Doubtless many clinicians will have misgivings about describing patients in 
terms of factor-analytic rather than psychoanalytic traits and look askance at the 
strange new terms and the strange new objective tests laid before them. These very 
attitudes were discussed recently in a broader context of psychological measurement 
by Stevens“*): “The economist Edgeworth“? once wrote, “There is an old prejudice 
still reviving, however often slain, against the reign of law in psychology, as incom- 
patible with the higher feelings.’ Some there are, I suppose, who still feel that 
quantification, by some brutal rigor, will shatter the human spirit if we probe with 
the aid of numbers. But man can hardly fall in stature by understanding man, or 
even by quantifying that understanding. The greater beauty of discovered order 
will surely more than compensate for the nostalgic pain of a romantic yearning to 
remain securely inscrutable.”’ 

In many respects Cattell’s research accomplishments give substance to the 
conviction expressed so eloquently by Stevens. The application of quantitative, 
objective measurement technics to the dynamics of human personality has been a 
pioneering venture, which is summarized briefly and evaluated critically in the 
following three sections of this review. The final section presents a summary and 
review of Cattell’s proposals for the reform of clinical practice, which involve appli- 
cations of his taxonomic concepts, factor analytic designs and tests, to diagnostic 
and evaluative problems with patients. 


PERSONALITY STRUCTURE 


Cattell’s factor-analytic approach is, in his opinion, appropriate to the nature 
of variables encountered in the personality sphere. It may pe characterized by the 
terms oblique simple structure. Simple structure refers to a tnique transposition of 
loadings in the factor matrix by a process of rotation whereby the loading structure 
is simplified and clarified by obtaining a maximum number of zero loadings and a 
single substantial loading for each variable. Rotation to simple structure is critical 
for meaningful interpretation of factors and premature termination of rotation is 
believed by Cattell to account for numerous equivocal results in published factor 
studies. Oblique factors are correlated factors. Cattell believes that factors in the 
personality sphere are naturally correlated, as illustrated by the ‘“‘cooperative’’ re- 
lationship between intelligence (Factor B) and ego-strength (Factor C). Research 
with college students has shown that ego-strength is positively related to examina- 
tion success. 

Cattell points out ‘©- *°) that “Among those who have passed college entrance 
examinations we might therefore expect a slight negative correlation of these factors. 
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For the brilliant student can get through despite poor stability, whereas the person 
lower in intelligence must be higher in ego-strength if he is to enter college. This is 
exactly what the hyperplanes found in the factor plots bear out.”’ In his experience 
oblique simple structure has been found stable in studies of new samples, but replica- 
tion has not been possible with orthogonal structure. Hence he regards theoretical 
arguments which favor the mathematical simplicity of orthogonal vectors as artificial 
and he dismisses ‘‘orthogonal simple structure”’ as an inherent contradiction which 
would sacrifice stability of factor structure in replication to ‘the mathematical 
purity of perpendicular coordinates”’. 

The logic of second-order factors is based on the correlations existing among 
primary factors. Cattell’s apt analogy describes primary factors as “Kings in their 
own domain, but they may owe allegiance to an emperor, a second-order factor 
which to some extent coordinates them.” The second-order factors reported, for 
example introversion-extraversion and anxiety, described below, make very good 
sense in terms of their primary factor composition. 

Factor analysis is employed in this research as an heuristic method, to discover 
structure, not to confirm it, although some of the experimental designs involve 
matching factors with criterion data which permit confirmation. However, to those 
who scoff that factor identification in terms of component variables is a process of 
circular reasoning, the following quotation expresses the position of the factor 
analyst on what is necessary to validate and confirm. 


“Exploration of the natural history of all factors here listed, in terms of origin, learning and 
age eval, cross-media correlations, and effects on various criteria has only just begun ... A pre- 
liminary statement of age trends, from 600 children, illustrating differences on which some of the 
above interpretive discussions have proceeded, is given in Diagram 14-1. 7), A very high pro- 
portion of the few studies done, however, show significant relations to clinical, occupational and 
military criteria, and already a good number of relatively definite hypotheses about factors can 
be put forward for experimental work.”’ ©: 277) 


The research on personality structure is presented in Parts I and II, comprising 
the first seven chapters, and that on motivation structure, in the three chapters of 
Part IV. The broad strategy of the search for basic personality factors was as 
follows: 

1. The first step was to outline a meaningful concept of the total personality 
in terms of a universe of personality traits referred to as the personality sphere. 
Cattell assumed that this could best be derived on the basis of language used to 
describe personality and began with the Allport-Odbert list of 4500 trait terms“). 
This was reduced to 181 terms by analysis of synonyms and these were intercor- 
related by having them used as behavior ratings. From the correlation clusters a list 
of 42 variables was obtained which constitute the point of departure for factor an- 
alytic investigation. In Cattell’s terminology, these terms, derived from correlation 
clusters, are called surface traits which may represent various combinations of in- 
variant common factors called primary source traits. 

2. The factor analytic studies were conducted in three data media according to 
plan. The behavior ratings represent the first, most basic medium of L-data or life 
criterion data based on observations of behavior in situ. While behavior perform- 
ance records of various types may constitute the most objective examples of L-data, 
much developmental work is necessary on such material. For the present it has been 
most expedient to study L-data factors based on behavior ratings by responsible 
observers following a careful rating methodology outlined in the book. The second 
medium consists of Q-data, or responses to questionnaires treated objectively as 
behavioral responses and as distinct from Q!' questionnaire responses which are 
treated as introspection. 7'-data, or objective observation of behavior evoked in test 
situations, constitute the third medium. 


L-data are the starting point which both define the personality sphere and 
serve as criteria against which factor patterns from the other media may be validated 
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in appropriate research designs. However, L-data have limitations for clinical 
measurement and situations requiring measurement at the moment and are seriously 
influenced by cultural factors. Q-data, while expedient, are subject to distortion 
by motivational factors and limitations on self perception in children, patients and 
industrial employees. Nevertheless, treating questionnaire responses as Q rather than 
Q’ data has great value, as Cattell’s results show. However, improvement is neces- 
sary and possible by development of more adequate techniques than are now avail- 
able to correct for various biases and distortions in responses and by developing 
questionnaires appropriate to various population samples, e.g., hospitalized patients. 
Cattell believes that objective tests, although they require creative inventiveness and 
may encounter resistance because of their novelty, are the ultimate goal for a flexible, 
most generally applicable (z.e., to children, adults, patients, across cultural bound- 
aries, etc.) technology of structured personality measurement. 

His long-range plan began with the development of personality factor structure 
in L-data (ratings). This was followed by the development of factored question- 
naires, so constructed that the items included for each factor scale have defining 
loadings for that scale, and objective tests. Hypotheses derived from the L-data 
analyses guided questionnaire item and objective test development. Factor analyses 
in all three media were replicated in three or four and occasionally as many as seven 
separate studies and comparisons across matrices were strategically conducted by 
the use of common “marker” variables and explicit procedures and statistical tests 
for matching. Because of the rigorous criteria most of the data found suitable were 
from Cattell’s laboratory. Matched loading patterns of several “interlocking” 
studies were averaged for summary interpretations within data media. Cross-media 
comparisons have been attempted both in terms of the verbal interpretations and 
by factoring matrices containing marker variables of two and three media. 

The results presented are applicable to the “‘normal’’ personality since they are 
based principally on ‘‘normal adult samples’. However, extensive comparison of the 
L factors with published factor patterns of “‘abnormal’’, patient samples by Eysenck, 
Lorr, Wittenborn, Degan, Huffman, and others was made and 12 of the 15 L factors 
reported were shown to have highly similar patterns projected into the ‘‘abnormal 
range”. The primary factors reported in Parts I and II are bi-polar and consist of 
the 15 L factors mentioned, 23 Q factors and 18 T factors, although a more extensive 
list is included in the proposed Universal Index, in Appendix 4. In each section 
factors are presented in the order of diminishing mean contribution to the variance 
of the personality sphere and defining items are listed under each in the order of 
diminishing mean factor loading. The summaries of L-data source traits (factors) 
are more extensive than those for Q and T data since modifications of the patterns in 
child and abnormal samples and criterion correlations from predictive, biographic 
and experimental research have been more extensively available with rating data. 
However, factor loadings were not included in the L-data summaries, although they 
were for the Q and T data. 

Although the absence of factor loadings in the L-factor patterns does not permit 
the reader to judge their “clarity” of definition (without referring to the extensive 
list of original references cited), the interpretations for the most part appear to make 
good sense. A careful perusal of these discussions is highly rewarding in that a wide 
range of relevant literature is skillfully woven into the complex fabric and rich back- 
ground, developmental and behavioral meaning is demonstrated for the L factors. 
For example, the withdrawing behavior of the negative pole of factor A is distin- 
guished from the withdrawing behavior of the negative pole of factor H; the first is 
shown to be stubborn and rejecting, while the other is quiei and shy. The 15 L factors 
reported were estimated to account for approximately two-thirds of the total var- 
iance of the personality sphere. 

Eight of these 15 L factors, enumerated in Table 1, are new concepts which are 
not commonly recognized in the particular configurations presented, although each 
has meaning in terms of its definition. To avoid confusion Cattell decided to coin 
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new neologistic labels for these; in addition they are further identified by factor code 
letters and index numbers in the Universal Index. Since titles and labels are too 
often used uncritically there does appear to be a distinct advantage, particularly 
where emphasis is on taxonomic accuracy, in focusing attention on the definitions 
and component behavior, rather than on ambiguous labelling terms. The ultimate 
value of the trait classification will depend on its invariance and behavioral cor- 
relates, and the terms will be adopted if they prove useful. 


Factor 


15. 


A 


B 


C 


N 
O 


TABLE 1. 


Label 
Cy clothymia vs. 
Schizothymia 


Intelligence 


E-go-strength vs. 


Proneness to Neuroticism 


Excitability 
(insecurity) 

Dominance vs. 
Submissiveness 


Surgency vs. 
Desurgency 


Super-ego 
Strength 


Parmia vs. 
Threctia 


Premsia vs. 
Harria 

Coasthenia vs. 
Zeppia 

Comention vs. 
Abcultion 


Protension vs. 
Inner relaxation 

Autia vs. 
Praxernia 


Shrewdness vs. 
Naivete 

Guilt proneness 
vs. confide nce 


Sun MMARY OF FL -DATA FAcTOoRS 


E = uns natory Title 


L iking for pe sople vs. stubborn, rejecting with- 
drawal from people. 

General ability to educe relations and cor- 
relates. 

Capability for immediate integration and con- 
trol of emotional impulses and bodily re- 
actions vs. incapability. 

Assertive, je: alous attention- -getting; insecure 
dems unding: i .e., deprivation excitement. 

Temperaments 1 forcefulness (associated with 
physiological conditions but modifiable by 
experience). 

Happy-go-lucky cheerfulness vs. restraint and 
worry resulting from inhibition consequent 
to exposure to punishment and deprivation. 

Positive injunctions against idleness, neglect 
of responsibility, ete., vs. frivolity, emo- 
tional de »pendenc’ y, self pity and general 
spinelessness. 

Parasympathetic immunity to threat (hence 

sasualness) vs. threat reactivity (associated 
with lower thresholds) 

Protected emotional sensitivity vs. hard real- 
ism (tough mindedness) 

Cultural pressure conflict asthenia vs. zestful 
cooperativeness. 

Conformity or cultural amenability through 
parental identification vs. abhorring and re- 
jection of cultural identification. 

Paranoid projection and tension vs. absence of 
projecting tendencies and tension. 

Autonomous, self-absorbed relaxation (at- 
tention to ideational over sensory stimula- 
tion) vs. incapacity to dissociate feelings of 
inadequacy 

Quick, compe tent, realistic vs. vague, senti- 
mental, incontinent. 

Formerly called free-floating anxiety; timid, 
ins adequ: ate ant id self-abs asing at positive pole. 


The factors whose letter prefixes are italicized in the preceding enumeration 
were considered by Cattell, on the basis of examination of published matrices of a 
number of investigators, to have projections in the abnormal range, as follows: 


Schizothymia: 
Low intelligence: 
Low ego strength: 
Excitability: 
Dominance: 
Surgency: 
Threctia: 
Premsia: 
Coasthenia: 
Protension: 
Praxernia: 

Guilt proneness: 


catatonic schizophrenia 

mental defect 

possible psychoticism or neuroticism 

non-eu phoric manic factor; catatonic excitement 
same as in normal range 

euphoric mania vs. simple depression 

simple and hebephrenic schizophrenia 
conversion hysteria and psychosomatic neuroses 
neurasthenia or character rigidity 

paranoia 

obsessional neurosis 

anxious depression 
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The questionnaire factorings, just as the L-data studies, were “‘pulled together 
by strategically planned ‘core’ studies, beginning with a putative 22 factors from a 
complete survey in 1946. This marker list, expanded by special additions to corres- 
pond to the L-data personality sphere, has now been independently factored and 
rotated, as a whole, three times on adults and twice on children, with confirmation 
of 19 factors and a suggestion of four more.’’ The first 15 have the same titles and 
letter designations as the 15 L factors listed above and it is claimed that these 15 
factors, identified separately in L and Q media, have been matched in cross-media 
factorizations of L and Q marker variables in common matrices. Eight additional 
factors were found in the questionnaire data which have no corresponding L factors. 
These apparently involve verbal symbolic behavior, attitudes and inner experience 
which have no counterparts in observable behavior. These eight factors, designated 
Q, through Qs, because they occur only in questionnaire data, include: 

16. Q: Radicalism - conservatism 
17. Qs Self-sufficiency 

18. Q; Self-sentiment control 

19. « Enrgic tension - id demand 
20. Qs Fantasy tendency 

21. Qs Psychoticism 
22. Q; Self-consciousness in public 
23. Qs Alert extravert interests 

For each of the first 19 questionnaire factors, which Cattell considers established, 
the text presents a list of marker items, the average loading on the factor of each 
item (from 3 or more independent studies with common markers) and an interpretive 
discussion. These discussions make reference to external data related to the factors, 
e.g., clinical and occupational criterion correlations, biographical items, attitude 
surveys, and the like, and present interpretive hypotheses concerning them. 

It is apparent that personality factor interpretation is a recondite and perhaps 
esoteric process. Cattell uses both the marker items and the “external relations”’ 
data with variable emphasis and frequently draws on his clinical experience, general 
background in the field, and even intuitive judgment, in developing the hypotheses 
presented. In most cases the marker items appear to be related to the interpreta- 
tions stated, but the goodness of fit varies widely and frequently the perception of 
the stated relation depends on an inference to a process rather than direct generaliza- 
tion of the behavior described by the item. In addition, the factor loadings reported 
are frequently so low as to raise questions concerning the adequacy of measurement 
of the factors that they represent. Only four of the Q factors presented are supported 
by three or more marker items with factor loadings of .5 or higher. These are, in 
order of marker loading magnitude, Q;, Q,, C and A. Four additional factors, E, I, 
H, and F, qualify with at least three markers at .4 or higher. The remaining 11 
factors were not defined by at least three markers with factor loadings of .4 or higher. 

Although this work invites admiration, even if judged on the basis of Cattell’s 
own evaluation, it is apparent that it is a long way from completion. Cattell himself, 
has noted the following requirements and limitations: (a) the need for further de- 
velopment of questionnaire items and for new items to obtain better markers for 
most of the factors; (b) the need to develop corrections for response distortion by 
motivational and other factors; (c) the need for further cross-media validations; and 
(d) the need to extend questionnaire research to patient and other samples of both 
sexes, across age groups and across culture pattern variations (this report indicates 
significant changes in personality structure with age).' The present structure is based 
on ‘‘cooperative, normal subjects’’ and Cattell cautions that it would be dangerous 
to forget this, particularly since the association between the normal and abnormal 
factor patterns, mentioned above in relation to L-data factors, has not appeared in 
the Q-data. There are important opportunities for clinical psychologists to do re- 
search on problems implied in this paragraph. 

An important additional source of evidence concerning the soundness of the L 
and Q factor structures presented consists of the separate analyses of second-order 
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factors, presented in Chapter 8, Part III. Both of the rotated factor matrices em- 
ployed average factor intercorrelations from several studies. Each was factored and 
rotated without knowledge of the identification of variables in the matrix. The 
simple structures are compared in the following tables (in which items below the 
line could not be repeated in both studies) : 

TABLE 2. SzconD-ORDER Factor I. INTROVERSION-EXTR AVERSION 


L-data Q-data 





F  surgency autia 

M autia 5: surgency 

E dominance 5 cyclothymia 

A eyclothymia .38 parmia 

H parmia —_——_——_—_—___——— 
Q: (—) conservatism 
Qs (—) low self-sufficienciency 





TABLE 3. Sacowp-Onpan Factor II. ANXIETY vs. INTEGRATION OR | ADSUBTMENT 


L-data Q-data 





(—) low ego strength f 1 protension 
(+) protension : oe low ego strength 
(—) submissiveness 3: —) threctia 
(—) threctia 2 . surge ney 
surgency - 
low intelligence 
abcultion 





TaBy 4. BEconp Oxpan Factor III. _Sanerrivs Supssorivirr 


]-data Q-data 





protension .72 (—) schizothymia 
premsia } I oremsia 
schizothymia 4 N (-) “ shrewdness 
—) low shrewdness ‘ $$ 
- ————_—__—_—_—_—_—— Q; (—) low will control. 
(—) low inte llige nce 





TABLE 5. SEcOND-ORDER Factor IV. Us NBROKEN Su CCESS v8. Maroriry } BY FRUSTRATION 


L-data Q-data 





shrewdness 46 dominance .50 
low super-ego 46 shrewdness 34 
dominance 33 low super-ego .23 


ourge ney 27 eurge ncy 21 


excitability 43 radicalism 55 





These second-order factors are important per se since they show a meaningful 
organization among the oblique primaries. However, they also support Cattell’s 
confidence in the primary structure inasmuch as the loading patterns of the primaries 
in L and Q media are comparable. A more convincing demonstration remains to be 
made, by factoring a single matrix of primaries from both media. Furthermore, the 
factoring of L-data primaries yielded two additional second-order factors: V. Con- 
stitutional Adaptability (H .82, J .72, B .50, M (—) .45 and F (—) .43) and VI. Cata- 
tonic Disposition (D .68, A (—) .64, and C (—) .47) which did not appear in the Q-data. 

Cattell has attached much importance to objective personality tests and to his 
T-data factors. In fact, in his Foreword, he wrote, 
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“The signal occasion which, in the author’s opinion, makes this an appropriate opportunity 
for stock-taking, was the recent achievement of a mutual confirmation of findings concerning 
personality factor patterns in objective tests—the culmination of a ten-year research plan. For 
the first time, in 1955, there appeared statistically checkable evidence that the factors found in 
research on basic personality dimensions are replicatable. The integration of rating and question- 
naire factors, moreover, is riveted in place by the timely demonstration of the chief factors in 
objective personality tests, appearing first in 1953, and more widely published in 1955. The move- 
ment of evidence from ratings and questionnaires to objective tests, thus accomplished, repre- 
sents not merely the forward march of science, but the leaping of a barrier. It was possible only 
through the achievement of complex objective test designs which waited on artistic creativity 
and insight and could not be produced by statistically correct experiment alone.” 


The objective tests consist of miniature tasks and situations which are designed 
to yield bits of information descriptive of personality. For example, tendencies to be 
assertive are reflected by such evidence as long exploratory distance on finger maze, 
fast tempo in arm-shoulder movement and in two-hand coordination, fast speed of letter 
comparisons, and “‘highbrow’’ taste in social and aesthetic choices; inhibition is shown 
by a large mean galvanic skin response to all stimuli, absence of “‘questionable’’ reading 
preferences, much reduction of finger maze activity by shock, tendency to perceive threaten- 
ing objects in unstructured material, and slow speed of closure in Gestalt completion. 

Cattell’s laboratory has some 400 such test devices which are classified as minia- 
ture situational, misperceptive (projective) or apperceptive, stylistic, physiological 
response, esthetic and general taste, speed ratio, etc., tests. In a number of cases he 
extracts a variety of different scores from the same device. For instance, in the Re- 
action Time Test, discrete scores for irregularly warned RT, variability in RT, ratio 
of regularly warned to irregularly warned RT and a number of others are used as 
independent variables. Often these separate scores from a single instrument are 
correlated. In general, improvement is needed in these objective tests. Although 
the ideas are good, and in fact often ingenious, their implementation as tests is typic- 
ally inadequate in respect to quality of apparatus, format, and other technical 
aspects. Their reliability leaves much to be desired. The aid of an engineer or ap- 
paratus technician and skilled test constructor would contribute much to the full 
development of the measurement ideas embodied ia this objective test battery. 

From the results of seven separate matrices, 18 T-data factors are reported, of 
which 12 are considered well established; the following six are still being checked in 
research. The titles of these factors, in order of importance, are: 

16. (Harric) assertiveness (see I—) 
Inhibition (see H —) 
Hypomanic smartness (see N) 
Critical practicality 
Comention - abcultion (see K) 
Exuburance 
Corticalertia 
Normal hypothalamic reserves vs. neuroticism 
Anxiety 
Realism vs. psychotic trend 
Self-sentiment control 
Apathy 


and the following less clearly defined factors: 
28. Asthenia (see J) 
29. Immediate overresponsiveness 
30. Independence 
31. Wary realism 
32. Extraversion-introversion 
33. Dourness 


The marker tests and factor loadings for seven studies are presented for these T 
factors, together with interpretive discussions. Unfortunately, the difficulties men- 
tioned with reference to the Q factors appear even more seriously in connection with 
the T factors. Since the seven matrices vary in number of original variables and do 
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not all contain common markers, the reader cannot judge whether the absence of a 
loading in any of the seven reference studies is the result of absence from the matrix 
or failure of the factor to appear. The factor tables do not clarify this. Even the best 
defined T factors are supported by such fluctuant data that they may appear con- 
fusing to the student who encounters them for the first time. An example is Factor 
T-16 (Assertiveness) which is supported by the following factor loading pattern: 





Objective Factor Loading in Study Ne 
Test No. Title . 3 4 





270 long exploratory dis- 
tance on maze 
fast tempo - arm - 
euler swing 
“highbrow” social taste 
excessive use of circles — .03 
fast tempo-tapping - 
2 hand coordination 
many objects perceived 
in unstructured picture 
high total score on 
CMS 
fast speed - letter 
comparison 
no questionable read- 
ing preferences 
low authority sug- 
gestibility 
2 low motor rigidity 
34 maturity of opinion 
96 big reduction-reading 
time by frustration 
278-279 fast tempo-reading 
50- 51 care in following 
instructions 





Since Factor T-16 is considered ‘‘the factor of greatest variance contribution 
and stability in the whole series’ - **), it would appear that at the present stage of 
progress the objective personality test factorist must truly be content with ‘‘small 
blessings’. At the same time Cattell’s perceptiveness in relating these measures 
which he and his associates have designed and his ability to generalize his insights 
from these bits of information to define personality traits is illustrated by the above 
table. There is clearly a suggestion of the factor in the descriptive titles of the 
separate tests. However, with the generally low factor loadings shown, the wide 
fluctuations from sample to sample, and the fact that the test interpretations are 
subjective, the indications are for extreme caution in accepting these factors as 
established at this time. Further research and development, including test improve- 
ment and external validation, are obviously required. 

Nevertheless there are favorable indications throughout this work which argue 
for its further support and extension. Despite the fluctuations and reversals of the 
factor loadings of individual tests from sample to sample, the trends are apparent 
and the occurrence of significant loadings greatly exceeds chance. The hypotheses 
expressed by Cattell in interpretation of the T factors (which he optimistically re- 
gards as ‘“‘established”’) are supported significantly by his claim ‘see Table 8-7, page 326) of 
a number of significant matches in cross-media factorization. These include the 
matching of Factors T-24 (anxiety) and T-32 (introversion-extraversion) respect- 
ively, with the L and Q second-order factors of the same name and in addition, the 
matching of eleven T factors with corresponding L and Q primaries. In this review- 
er’s opinion, these important results require independent confirmation in a well con- 
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ducted study of adequate sample size. If confirmed, improvements may be expected 
in part from technical improvement of the tests presently used and the development 
of new tests should be regarded as a promising field. 

Having examined Cattell’s progress report of his taxonomic research on person- 
ality structure, it is apparent that this is a tremendous accomplishment, even in its 
present state of incompleteness. The grand scope, the systematic classification of 
tests and factors which provides for universal indexing of work from all sources, the 
ingenuity of test creation and the insightful and scholarly interpretation and integra- 
tion of results is a major tour de force. On the other hand, the master planner often 
appears as an indifferent craftsman, as in the technical quality of his tests, particular- 
ly the objective tests; and his interpretations of the statistical data presented often 
appear optimistic and even autistic. There is a real need to have the principal results 
confirmed independently by other investigators—a confirmation which Cattell him- 
self invites. However, to be of most value, such confirmation should be undertaken 
by investigators who combine Cattell’s theoretical knowledge of personality, his 
broad scholarship, his clinical perceptiveness and his quantitative sophistication. 
There are not many such investigators. Perhaps, as an alternative, a well-balanced 
study group might be organized, with foundation support, and with Cattell’s active 
participation, to review the original data of his studies and arrive independently at 
conclusions concerning their scientific value. This is not possible on the basis of 
results presented in the present book. 

Pending such evaluation, the opinion of this reviewer is that Cattell’s factor 
structure in L and Q data will, on the whole, stand up, although significant improve- 
ment may be expected in the following directions: (a) replacement of generalized 
traits, which are applicable to all situations, by profiles of traits over situational 
variables (a useful taxonomy of situations remains to be developed and Cattell has a 
number of worthwhile suggestions on this point in Chapter 10); (b) adaptation of 
questionnaire items and formats to specific population samples, reflecting varia- 
tions of age, sex, education, occupation and culture pattern; and (c) development of 
methods for correcting questionnaire scores, by internal structure, format, or cor- 
rection scores, for distorting variables. 

However, these and the related tasks of testing, scoring and statistical analysis 
will not be done unless adequate financial support for this work is somehow made 
available on a sufficient scale to permit programmatic planning. Cattell’s program 
has received generous support from diverse sources and his perseverance in carrying 
the work through is amazing to those who have some knowledge of these difficulties. 
Finally, the skills required, if such research is to be pursued more broadly, must be 
more broadly shared. This is primarily a training problem and requires the develop- 
ment of research psychologists who combine clinical insights, experimental skills and 
quantitative competency. 

Further research is required, not only in the test development and factor 
analytic areas, but also, as Cattell himself outlined in the position quoted above from 
page 277 of his book, on origin, development and age trends of the factors, and their 
relations to a wide range of criteria. In this supplementary work, the collaboration 
of developmental, social and clinical psychologists is necessary to bring our knowl- 
edge of the basic structure of personality to a sound enough level to support the type 
of extensive application which is already (and prematurely) in operation. 

The work on objective test factors is intriguing, but is apparently far behind 
the L and Q structures in clarity, definition and adaptability to applied purposes. 
At the same time, there appears to be much truth in Cattell’s opinion that objective 
tests are “‘the ultimate coin” in personality measurement. In our opinion, Cattell’s 
pioneer work in this area can be greatly improved by technical improvement of the 
tests. Institutional support of this program could possibly produce major progress 
in a short time, particularly with the aid of contemporary electronic computing 
equipment. 
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MOTIVATIONAL STRUCTURE 


Cattell and his associate, Baggaley, have developed a truly original approach 
to the measurement of attitudes and interests, which is the basis for a method of 
motivation measurement from which a dynamic structure has been identified. The 
theoretical background of this work was presented in detail in Cattell’s 1950 book ®?. 
Thus far only one paper describing the method has been published“? and another 
is in press ®?, 

Proceeding from technics employed earlier in objective personality measure- 
ment, a set of principles for the measurement of attitudes (motives) was developed. 
The present book lists 55 principles and devices representing them, which cover 
memory and learning phenomena, perception and attention, misperception, effort, 
autonomic and physiological effects, and ego defense dynamisms. Each device must 
be focussed on a particular attitude to measure it and revised appropriately for each 
other attitude measured. For example, one device used is based on information, on 
the principle that possession of correct information on means to ends is evidence of 
interest or motivation toward the goal represented by a particular attitude. This 
device is illustrated for two different motives, the gregarious erg and the religious 
sentiment, as follows: 


(a) gregarious erg: 
Which two of the following are social clubs in America? 
PTA, The Elks, 4H, Co-optimists 
At which two hours of the day are you likely to find more people in a cocktail lounge? 
11 A. M.,5 P. M.,6 P. M., 8 P. M. 


(b) religious sentiment: 
The ten commandments were brought down from Mount ¢ Zion, \ by 
\ Sinai 
f Christ \ sah 66 f kil \,, 
1 Moses | and concluded with ‘‘Thou shalt not 1 covet f° 


Each device must similarly be adapted to and focussed on each of the attitudes to be 
measured. 

The first problem investigated was that of the components of attitude (motive) 
strength. Cattell considers traditional concepts of attitudes varying uniformly on a 
‘pro vs. con”? continuum as naive. To attack this problem, he measured a diverse 
sampling of representative attitudes, including (a) a major professional job atti- 
tude, (b) a respectable hobby interest, (c) a somewhat disreputable interest pre- 
sumably not much connected with the ego, (d) an attitude with relatively strong un- 
conscious roots, and (e) another with a marked moral component. The scores of 
subjects for each of the 55 measurement devices were pooled for the five types of 
attitudes, thus producing a matrix of 55 “generalized motive’’ scores for the sample 
of subjects. These were intercorrelated and factor analyzed. 

The results revealed 5 factors, shown below, and Cattell concluded that the 
total variance of attitude strength, for any attitude, is accounted for by these 5 
components rather than a simple pro vs. con dimension, which is only the pooled sum 
of the separate components. On the basis of the factor loading patterns, he tenta- 
tively interpreted these 5 oblique factors in relation to psychoanalytic concepts. 
The reader can review the basis for these inferences by examining the five principal 
markers listed below under each factor. It should be noted that the uncorrected 
factor loadings are listed first and those in parentheses to the right are corrected for 
attenuation. Cattell’s expressed satisfaction with this structure is apparently based 
on his acceptance of the corrected coefficients as valid. 


MortvaTion Factor ALPHA: THE Ip CoMPONENT IN INTERESTS 
Rationalization: Misbelief 
Autism: Misbelief 
Distortion of reasoning: Ends given for means 
Decision time response 
Distortion of reasoning: Ways and means for given ends 
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Motivation Factor Beta: THe REALIzEp Eco 
Memory for rewards of course of action \ oe (.99) 
Information on means to ends -e (.66) 
Area of ee wave to threat : —.70) 
PGR deflection to threat ; (— .64) 
Response of diastolic blood pressure to threat 2 (—.95) 
Motrvation Factor GamMMA: IDEAL SELF oR SUPER-EGO 
Choice of fantasy topic (b) 5é .85) 
Easy memory path to associated material . .73) 
Distortion of reasoning 3 .50) 
Decision time adjustment 28 .42) 
Preference (on opinionaire) 25 .21) 
MortivaTIon Factor Deira: UNconscious, PHystoLoGicaL INTEREST 
Response of systolic amplitude to threat f 00) 
Response of diastolic amplitude to threat . (1.00) 
Response area of pulse wave to threat .56 .00) 
Response of diastolic blood pressure to threat AS .68) 
Information on means to ends ! — .47) 
Motivation Factor Epson: RepressED COMPLEXES 
Reminiscence by recall ) .00) 
Recall of examination questions 55 .90) 
Memory for ee, AY examination question d 85) 
Memory for rewards, pictorial reproduction 3 .96) 
PGR deflection (downward drift) resistance drop to threat af .00) 


Although the loading patterns indicate the need for test improvement and 
further research, this method points the way to an objective approach to motiva- 
tion measurement. The use of psychoanalytic terms here is of interest, because this 
interpretation was apparently reluctantly adopted. However, if these hypotheses 
are confirmed, the linkage to psychoanalytic theory would add considerable back- 


ground to conclusions based on independent experimental data. In this connection, 
Cattell remarked: 


“Whether or not these five components have opened up a means of quantitatively determin- 
ing the extent of conscious and unconscious, ego and super-ego, etc., contributions to a given 
interest, only time and further research can decide. Certainly they have demonstrated that the 
intensity of interest in a course of attitude action cannot be called a single intensity, but falls into 
some five components which can be approximately measured and which have the general char- 
acter indicated by our hypotheses. These hypotheses admit of direct experimental checking by 
adding measures (or clinical estimates) of those operations which clinicians can agree upon as 
defining ego, super-ego and id interests. If it should be proved that the discovered factors have 
this clinical character (or perhaps that they have other, still more predictively valuable powers) 
the implications both for attitude study and for clinical diagnosis would be immense.”’ “. 464) 


Research on motive structure was next investigated, using for each attitude, 
aggregate scores representing the sums of the five attitude-strength component 
scores which were first represented as two second-order factors (Conscious and un- 
conscious components). The factors obtained represent the results of four different 
studies (one of which used the P technic, discussed subsequently) in which from 20 
to 55 different attitudes were measured by samples of 4 to 6 of the devices described 
above, in addition to one traditional verbal opinionaire or self-preference test. Al- 
though most of the factor loading patterns are considered well replicated, the tables 
presented for the ergic and sentiment factors include only average loadings which are 
generally of the order of .5 to .3 for ergs and somewhat higher for sentiments. These 
primary motivation factors are as follows: 


Well established and replicated ergic factors (innate drives): 
(1) sex erg—sex, mating, and also food, drama, drinking, smoking, music and travel 
(2) gregariousness—direct herd satisfaction in group life, dislike of loneliness 
(3) parental protectiveness—protective, maternal, succorant behavior 
(4) exploration (curiosity)—curiosity to see, to read, to know, to listen; to satisfy curiosity 
about a number of things 
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(5) escape (fear, need for security)—danger avoidance, the dangers being variously per- 
ceived as war, inflation, mental disorder, illness, taxation and accident 

(6) self assertion—self advancement or assertion by acquisition 

(7) narcistic sex or (inverted) super-ego—emphasis on (anti-social) sensuous satisfactions, 

: sex interests and interests in self 
Well established and replicated sentiment structures (learned drives of social origin): 

(8) sentiment to profession—this was developed in a study of Air Force cadets, but is 
believed to have general applicability, representing pure expression of interest 
in a particular career per se 

(9) sports and games—sports, athletics, hunting, fishing, fighting and card playing (nega- 
tively associated with mechanical, constructive hobbies) 

(10) religious sentiment or appeal erg—both religious, moral attitudes and helplessness 


(e.g., help from God, close ties with parents, need for country to be infallable, 
and despair before hydrogen bomb) 

(11) mechanical, material interest (or construction erg)—mechanical and perhaps material 
interests 

(12) the self-sentiment—need to maintain control of the self and to preserve the social 
reputation, as well as to meet moral demands 


An interesting study is reported on the relationship of these dynamic modality 
factors to general personality (Q) factors. The correlations were computed on a 
sample of 199 Air Force men and add confirmation to the structures by the con- 
sistencies found, although they are too low to be considered identities and there are 
many questions which must be investigated further, as Cattell carefully points out. 
Listed below, for the twelve motivational traits mentioned, are the personality 
traits with which they were correlated at the .01 level. 


NEGATIVE ASSOCIATION 


super-ego strength (G), self- 
sentiment control (Q;) 


PosittvE ASSOCIATION 
Sex autia (M), guilt proneness (QO), 
radicalism (Q,), protension (L), 
self-sufficiency (Q2), id pressure 
(Q,) 
cyclothymia (A), surgency (F) self-sufficiency (Q2) 
; dominance (E) 


Gregariousness 
Parental Protectiveness 


Exploration radicalism (Q;), premsia (I) 


Fear, escape 
Self assertion 


Narcistic vs. super-ego 


Profession (Air Force) 
Sports 


Religious sentiment 


Mechanical 
Self-sentiment 


self-sentiment control (Q,), 
super-ego strength (G) 
cyclothymia (A), parmia (H), 
radicalism (Q:) 

protension (L), autia (M), guilt 
proneness (Q), radicalism (Q,), 
self-sufficiency (Q:), id pressure 
(Qy) 

dominance (E), parmia (H), self- 
sentiment control (Q;) 


super-ego strength (G), premsia 
(I), self-sentiment control (Q;) 


dominance (E), parmia (H), self- 
sentiment control (Qs) 


id pressure (Q,) 
guilt proneness (O) 
protension (L) 


super-ego strength (G),  self- 
sentiment control (Q;) 


protension (L), guilt proneness 
(O), id pressure (Q,) 

radicalism (Q:) 

intelligence (B), dominance (E), 
autia (M), radicalism (Q;), self- 
sufficiency (Q:2) 

id pressure (Q,) 

protension (L), guilt proneness 
(O), self-sufficiency (Q:), id 
pressure (Q,) 


This research is exciting and shows much promise. We wholeheartedly agree 
with Cattell’s statement “- 5), “If (these) experimental analyses are sustained, the 
implications for a science of psychodynamics and learning are considerable.”’ Re- 
gretably, Cattell makes such conservative statements and then proceeds as though 
the analyses have already been confirmed. This point is elaborated below, in the 


discussion of Cattell’s proposals for the reform of clinical practice. However, in 
evaluation of the developments reported here, there is cause for open admiration of 
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this pioneering work and for the hope that other psychologists will regard it as a 
valuable area in which to add their collaborative efforts. In this connection, Cat- 
tell’s theoretical formulations of personality dynamics, with reference to the con- 
cepts of adaptation, adjustment, conflict, integration and the relations between 
dynamic trait expression and satisfaction (chapter 13) are stimulating. 


MEASUREMENT OF PERSONALITY CHANGES OVER TIME 

In general, the factor analytic designs employed in the foregoing structural 
studies represent what Cattell calls the R technique, in which correlations are com- 
puted between test scores over persons on a single occasion. Replication in other 
samples of persons or on other occasions for the same persons indicates the stability 
of such cross-sectional relations. Comparisons by R technique results of different 
age groups or of any groups at widely separated intervals may be made to estimate 
trends with respect to particular personality or situational variables. 

Repeated measures on the same individual are of considerable interest for both 
theoretical and practical reasons, however, and lend themselves to more effective 
methods of analysis which Cattell has exploited in the study of “psychological 
states’ such as anxiety, fatigue, and the like. One of his methods is called incre- 
mental R technique and this involves factoring the differences between measures on 
two occasions over persons by the conventional R method. A more versatile method, 
however, is the P technique in which test scores are correlated over occasions for a 
single individual. This method, which has also been relatively more extensively 
tried out, can be adapted to general study by combining factor loadings on identical 
items from a sample studied simultaneously. However, it has exceptional interest in 
clinical psychology because it can be adapted to the study of a single individual 
x over a series of occasions (therapy sessions) to measure the dimensions of 
change. 

Cattell’s analysis of the methodological problems concerning changes in series 
of measurements separates the components of experimental error; momentary oscilla- 
tion; internally and externally produced function fluctuation; diurnal, seasonal and 
other rhythms; and maturational and learning trends. He has shown that ‘‘Change- 
ability can itself be a personality trait related to absolute level on some character 
traits. The unitariness of variability, as a personality characteristic, can be examined 
in three distinct senses: (a) as a common tendency to high variability, regardless of 
temporal synchronization of the manifestations; (b) as a synchronized tendency to 
vary, as in P technique and incremental R technique; and (c) as both synchronized 
and cyclical (common frequency and phase) covariation.”’ 

Part V of the book reports a wide range of P technique factor analyses for 
psychophysiologic (autonomic) reactions, stress, fatigue and anxiety, and Appendix 
9 describes in detail a standard P technique marker battery for clinical diagnostic 
use. The results obtained in this research introduce important new concepts in- 
volved in these states and illustrate the potentialities of these multivariate research 
tools for basic experimental psychological investigation and also for clinical applica- 
tion. 

The composition of the P technique battery is of interest as it synthesizes all 
of the approaches reported in the foregoing sections of this review. It consists of 60 
variables, as follows: 


General personality factors and states, including physiological states: 8 factors, 
34 variables; 

Physiological state factors: 4 variables 

Dynamic source traits: ergs and sentiments: 8 factors, 16 variables; 

Everyday life observations on situations and behavior: 6 variables. 


The last category includes intensity of symptom (e.g., stuttering, phobia, etc.), hour 
of day, fraction of previous hours spent in social interaction, index of pressure of 
work, frequency of laughter, or complaints, or criticism, etc., in accompanying inter- 





16 SAUL B. SELLS 


view and an index of relevant “‘presses’’ (e.g., sex, social punishment, etc.). Addition- 
al variables suitable for this technique could include number of cigarettes smoked, 
rate of speaking, appetite, hours slept previous night, sexual expression and so on, 
as the clinical problem might dictate. An important part of the strategy of Cattell’s 
proposal for more adequate measurement in clinical psychology is based on the 
assumption that standard computing programs for correlation and factor analysis 
can be set up and the clinic can use factor analytic methods today without “going 
overboard’”’ on mathematical emphasis. 


STRUCTURED MEASUREMENT IN CLINICAL PRACTICE 

Part VI of the book consists of two chapters in which applications, based on the 
research summarized and criticized in the preceding sections of this review are set 
forth for clinical, educational and industrial psychology. The first of these contains 
a number of bold, insightful and far-reaching proposals for structured measurement 
in clinical psychology, with particular reference to problems of diagnosis, prognosis, 
screening and evaluation of therapy. Cattell deplores the extent to which measure- 
ment practice in clinical psychology lags behind the aspirations of clinical psycho- 
logists and recommends that clinicians be trained at least to understand the logic 
and results of factor analysis, even if they have no time to master multivariate re- 
search and computation. “Otherwise we are due for a persistence of the present 
ironical situation in which the clinicians are the first uncomprehendingly to reject 
the very system of research which gives substance and scientific precision to the 
structured personality concepts which they have long used and could now use far 
more effectively!’’ ©. % 

The proposed applications of this work in clinical psychology are presented as a 
cooperative enterprise in which the clinician is provided with a taxonomic system, 
measurement instruments and designs, and procedures for their use, based on de- 
finitive research, but he has an obligation to give as well as receive. These laboratory 
developments are regarded by Cattell as the first step; external validation of existing 
instruments and concepts and clinical hunches and contributions to improve them 
must come from the clinic. The appreciation of these points by clinical psychologists 
is critical because external validation and general improvement of these tests is 
necessary ; these important steps have not been accomplished on a broad scale; and, 
in most instances they require clinical resources to accomplish. The benefits to clin- 
ical psychology from such effort promise to be great, as the subsequent portion of 
this review will show. 

Clinical problems in psychology require the application of general principles 
to an individual case. Measurement involves the quantitative application of general 
principles, in which the measurements reflect representations of general (and scienti- 
fically validated) concepts by which the individual may be described for purposes of 
planning therapy (diagnosis), administrative decisions (prognosis, screening, etc.) or 
evaluating treatments administered. These functions involve the use of two differ- 
ent, but complimentary systems, (1) common trait systems and (2) unique trait systems. 
The common trait systems include source traits (both primary and secondary) of 
abilities, personality and dynamics (motivation), while the unique trait systems are 
principally dynamic and involve the conflicts, defenses and symptoms which are 
specific to the interaction of a particular individual and his particular environment. 
Cattell disagrees with those clinical writers who deny the relevance of the former to 
clinical study and quotes Osler’s dictum that “It is important not only to know what 
disease the patient has, but also what patient has the disease.” 


1. Common trait diagnosis. Cattell considers the general “placement of the 
patient’ in the systems of common ability, personality and motivational trait 
structures as the first step in diagnosis. His specific proposals for improvement of 
measurement in each of these categories are as follows: 

Personality trait measurement (and ability measurement). For these general pur- 
poses (and where testing time pressures exist), he recommends questionnaire tests, 
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developed as a product of the taxonomic researches, as the only ones which have 
“the oblique simple structure . . . repeatedly confirmed, the factors extended to 
childhood ranges, and the questionnaire patterns correlated with behavior-rating 
and objective-test factors.’’ These are his 16 Personality Factor (16 PF) Test for 
adults, which includes a scale for factor B (intelligence) with the 15 Q factors, the 
High School Personality Questionnaire (for ages 9 to 12), the Early School Person- 
ality Quiz (for ages 6 to 9) and the Pre-School Personality Quiz (for ages 4 and 5). 
Clinics and institutions which are better staffed and more able than individual 
clinicians to take the necessary time (four times as great) are advised to use the ob- 


jective test battery, referred to subsequently. 
The following illustrations are given from the 16 PF Test to demonstrate its 


usefulness in the initial diagnostic phase. ©. 7° 


(a) Factor A, with its known appreciable hereditary determination, is a constitutional cyclothy- 
mia-schizothymia factor, the level on which often helps to explain the existing situational mal- 
adjustment, and points to the forms of adjustment toward which therapy can most confidently 
work. In two cases, one a teacher and the other a salesman, who scored respectively at the first 
and second sten score (sten scores are standard scores on a 10-point scale) in A, the attempt at a 
life style involving constant interaction with people for persons whose temperament favored 
things and words, was clearly part of the dynamic problem. In printing and writing occupations, 
respectively, each settled down very stably after therapy. 

(b) Dominance-submission, E factor score, also defines limiting disposition conditions for ad- 
justment. Sometimes, in unusually high E cases, the need is indicated for the client to learn, in 
therapy, outlets for “‘mastery’’ behavior that are more socially acceptable and satisfying. Actual- 
ly, a significant higher-than-average dominance is much more frequent in delinquents and in 
schizophrenics than in neurotics; but it is also high in factory foremen, in politicians, and in 
researchers indicating the possibility of what are, let us hope, healthy outlets. 

(c) Factor C, ego strength, is one of four or five factors that should offer especial guidance in 
psychotherapy. By its content and its correlation with rated criterion behavior it represents that 
emotional stability and maturity—including capacity to endure expressions of the emotional 
problems of others and to express one’s own impulses without constant defenses—which we call 
ego strength. The score should help decide what stresses of inner conflict the therapist can safely 
calculate upon to bring the patient to face and resolve in immediate therapy. This measure is at 
once a diagnostic revelation of the relative importance (in generating anxiety) of general ego 
weakness (in relation to specific conflict or id demand, Q, measure) an indication for the strategy 
of therapy and a baseline for measuring therapeutic progress. 

(d) Surgency-desurgency, F factor, along with high I, is indicative of the “conversion hysteric- 
vs-dysthymic’”’ direction of symptom expression. Clinical evidence shows that a low F score (u 
to the fourth sten) has sometimes preceded an anxious-depressive breakdown. On the other hand, 
unusually high F is involved in both psychopathy and conversion hysteria, and an F level out of 
line with that for the person’s age 1s likely to indicate a systematic immaturity. Surgency- 
desurgency is the chief axis upon which the swings of the manic-depressive may be plotted, 
though most persons tend to stay around that point in the continuum which their first score 
indicates. Nevertheless, the nature-nurture experiments show that this position is largely a 
matter of early experience and is not constitutional. 

(e) The assessment of super-ego strength in terms of factors presents complications requiring 
still further research. No fewer than four factors, only one of which (G) has been formally named 
super-ego strength, have some behavior content which one clinician or another has assigned to the 
super-ego. For although G undoubtedly depicts that regard for social and moral standards, and 
control and perseverance in difficulties which constitutes the super-ego, other factors introduce 
some super-ego traits. Thus the factor F— has more restraint and attention to duty, and Q; shows 
more obsessional, exacting self-control. O shows the timidity, guilt and felt insecurity or unworth- 
iness which are often described as due to over-inhibition by the super-ego. Actually, G is, if any- 
thing, slightly below average in neurotics, whereas O and F- are high. If G is centrally super-ego 
(and it is in fact emphatically low in psychopaths) an undue super-ego development per se is not 
the problem of neurotics. 


Another diagnostic use of the 16 PF profile consists of broad classification by 
comparing a patient’s profile with that established for a diagnostic group. For 
example, Cattell includes the following profiles (rounded here to the nearest sten) 
for neurotics, schizophrenics and psychopaths ©. 7”); 

s 22.0 82 F 2 Bes NO Q Q Qs Q 
(4) (4) (8) &) 6 ©) 5 (4) (8) 5 5 6 (8) 
5 6 (4) 6 (6) 6) 5 5 () 6 6 ©) (7) @) 


Neurotics 
6 (9) (8) 4 (7) 6 5 6 5&5 & 6 5 6 (7) 


4 
Schizophrenics (6) 
Psychopaths 6 
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He recommends computation of pattern similarity coefficients, which are reviewed 
in detail in this book, for testing the relation of an individual profile to any such 
standard reference profiles. By retesting with alternate forms, changes presumed to 
be results of therapy may be assessed. 

Presumably because time is frequently restricted, special purpose question- 
naires have been designed in streamlined format to assess the complex of factors 
recognized clinically as Neuroticism (NPF Test) and Anxiety level (Brief Anxiety 
Scale), as well as other factor complexes used principally in industry. The Neurotic- 
ism vs. Stability Personality Factor Questionnaire (NPF) represents the six factors in 
the 16 PF profile which most identify the neurotic profile (Q,, I, C-, O, G-, N-) 
and contains 6 marker items for each of these factors plus 4 items to measure res- 
ponse distortion. A single neuroticism score can be obtained as well a factor profile. 
The Brief Anxiety Scale also contains 40 items, 20 subtle or covert and 20 obvious 
or overt, derived from factor marker items of the 16 PF as follows: C-, 6 items; L, 
4; O, 12; Q;-, 8; Q,, 10. These factors make up the second-order factor of anxiety 
and are weighted in terms of items included in proportion to their contributions to 
the variance of this second-order factor. The correlation between these two tests is 
reported as .6. 

To encourage clinical use of the objective personality tests, Cattell has compiled 
for commercial distribution the OA Battery or Objective Analytic Personality Test 
Battery which includes one version for children and one for adults. The adult bat- 
tery requires five 1-hour sessions and provides factor scores on 12 factors. A critical 
discussion of these tests and of the objective test factors appears above in the Person- 
ality Structure Section. 


Dynamic trait measurement. A clinical approach to common motivation trait 
measurement is proposed with the Dynamic Diagnostic Battery, which is based on 
the work, described above, of Cattell and Baggaley, and considerable cognate litera- 
ture. The need, in common trait diagnosis of motivation, is for a test battery to 
measure the 12 common ergic need and sentiment factors described above and also 
to sample sentiment structures with reference to a useful classification of interests 
for the particular culture group involved. The Dynamic Diagnostic Battery has 
been reduced to four devices for assessment of motive strength, two conscious (in- 
formation and word association) and two unconscious (autism - misbelief and utilities 
- ends for means), for each drive, attitude or interest included. Its content is detailed 
in Table 16-2 ‘. ”® and includes 12 Ergic Need Strengths and 27 Sentiment 
Strengths. The 12 E (ergic need) factors are: sex, parental protective, gregarious- 
ness, curiosity, escape, self-assertion-submission, narcism, appeal, rest-seeking vs. 
physical vitality, play, laughter, and disgust. The S (sentiment) classification of 
common interests was drawn up after consulting the literature and includes the 
important categories reported by Guilford“, Torr® and numerous others. These 
are as follows: 
profession . outdoor—manual 
parental family, home 5. theoretical—logical 
wife, sweetheart . philosophical historical 
self-sentiment (physical and . patriotic—political 

psychological self) . sedentary—social games 
super-ego 9. travel—geography 
religious doctrine and practice 20. education—school attachment 
sports and fitness 21. physical home—decoration, furnishing 
mechanical interests 22. household—cooking 
scientific, theoretical interest 23. news—communication 
business—economic interest 24. clothes—self advancement 
clerical interest 25. animal pets 
esthetic expressions 26. alcohol 
esthetic—literary appreciation 27. other hobbies, not previously specified 


Wn 
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oo 
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In evaluating these tests with reference to their adoption in clinical practice 
it is necessary to consider separately the research evidence on which they are based 
and the illustrative clinical inferences attributed to their use. 
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The definition of factors is incomplete and varies from several on which the 
evidence is quite convincing to others which at this time are frankly speculative. 
Among the limitations noted in earlier sections, in review of the supporting research, 
are the following: (a) Although the Q factors of the 16PF were reported to be match- 
ed with corresponding L factors in cross-media factoring on “cooperative, normal 
subject samples’’, the Q factors were not identified with extensions into the abnormal 
range, as were the L factors. (b) Needs for further research and development on 
questionnaire item and objective test construction, adaptation of items and test 
formats to special groups, and provisions to correct for response distortion were 
emphasized. (c) Further independent replication of matrices was considered essential 
as well as the need for external validation emphasized by Cattell. 

s These problems do not change when the work of the laboratory is adapted to 
the clinic and the fact that the same limitations may upply even more cogently to 
competitive instruments, and perhaps to the bulk of the clinician’s test kit, is only 
an incidental observation and immaterial to the present review. There is as yet little 
experience with these tests in clinical practice and most of the interpretive suggest- 
ions are based on suggestive rather than confirmed research results in some combina- 
tion with the brilliant clinical insights and exceptional range of scholarship which is 
characteristic of Cattell. Such ingenuity in application will carry more weight, how- 
ever, when the data on which they are based are more secure. In the meanwhile, the 
reference profiles for clinical groups are tentative. The correlations between cor- 
responding scores on Forms A, B and C of the 16 PF (and it may be expected be- 
tween alternate forms of other tests) are often disturbingly low. And the concessions 
to ‘‘testing time pressures’’ which are reflected in the brief forms of questionnaires 
and the streamlined adaptations of the objective personality and motivation tests 
are inconsistent with the requirements of stable measurement. 

The foregoing critique of Cattell’s common-trait tests is intended principally 
as a spur to their research-oriented use, although the facts concerning their present 
limitations for service-oriented use cannot properly be overlooked. The arguments 
advanced by Cattell for common trait diagnosis, to identify “the nature of the 
patient who has the disease,’”’ are believed to be cogent and the approaches he has 
advanced are conceptually elegant. The cooperative contributions of-clinicians to 
the advancement of research in this area, by collecting needed data for validation 
studies, making useful records available, carrying out investigations and producing 
hunches and interpretive suggestions, will bring much nearer to practical reality a 
mature, efficient and scientifically systematic testing technology. 


2. Unique trait diagnosis. In addition to finding out about the patient who has 
the symptoms, the clinician must use measurement to understand the symptoms of 
the patient. This is the second major step in clinical study and involves all phases of 
diagnosis, prognosis and assessment of changes in relation to therapy or other events. 
Although unique traits include specific motivational patterns and conflicts which 
could be incorporated in the Dynamic Diagnostic Battery on initial or follow-up 
diagnostic testing, the major interest in studying unique traits of an individual in- 
volves the logic of P technique, or repeated testing over time with reference to ex- 
posure to environmental events including therapy and to periodicities and changes 
within the individual. 

For such purposes Cattell recommends the P technique marker battery, des- 
cribed above. In connection with its use, he has found a place for projective and 
open-end-response tests, which appears to be appropriate to their nature. This is, 
to use his term, as “reconnaissance tests’, to cover a wide range of stimuli and pro- 
vide hypotheses concerning significant items that should then be incorporated in a 
“custom-tailored’”’ P technique battery for the partieular patient. The choice of 
occasions for such testing will be dictated by the clinical problem. 

The factoring of P technique correlation matrices can, in Cattell’s opinion, be 
standardized for a clinic, so that the data can be sent to the computer laboratory in a 
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standard form and the results worked out according to standard computer programs 
(including factor rotation to simple structure). 

The processes involved in this approach are not automatic, however, since they 
call for sophistication and effort both in test construction and in factor analysis, the 
latter primarily in the interpretive phases. However, the benefits to the clinician, in 
return for his labors, are illustrated by the following examples ©. 758): 


“The final outcome of a P-technique analysis . . . will appear in a series of specification 
equations, one for each of the stimulus-response habits in “anh the clinician is particularly 
interested in the given patient. One might, for example, find two equations (rows of the rotated 
factor matrix) as follows, for, respectively, (a) a male patient’s interest in a certain young man, 
which might or might not be incipiently homosexual ; and (b) a woman student’s interest in the 
apparently conflictful ‘I want to go to the Ph.D. examination.’ 


(a) R, = Eg —_ 5EF + Ea - IMs -_ 3Mr —_ AMR 


where the ergic (E) subscripts, 8, F and A are sex, fear and assertion and the sentiment (M) sub- 
scripts are S for super-ego, T for self-sentiment and R for religious sentiment. This shows us that 
the friendship attachment is indeed a sexual one, and that it is in conflict with individual’s self- 
regard and evokes fear of consequences. Perhaps because of successful revolt it also gives satis- 
faction to self-assertive needs. It evokes little guilt, however (—.1Mg), perhaps because the in- 
dividual’s cultural background has built a super-ego with little reference to homosexuality. On 
the other hand, he possesses strong religious attachments which now come into conflict powerfully 
(—4MpR) with his growing attachment. Equation (a) thus states the main dynamic issues clearly 
and quantitatively, and forms a solid basis for applying a strategy of therapy and evaluating the 
probable outcome. By ccmparisons of dynamic equations earlier and later in therapy a clear 
vision of the direction of change could be obtained. 


(b) Ry = —.5Eg — .2Ep + SE, + .6Mg + .1M7 + .1Mp 


The woman student’s interest in a higher academic degree is recorded on the very same factors, 
i.e., in a row from the same kind of factor matrix, for benefit of comparison with (a). The specifi- 

cation equation shows that self-assertion and super-ego pressure are the main positive tensions 
directed to this course of study. As ‘might be expected, religion has essentially nothing to do with 
it, and, in this case, the person could also retain self-regard and feel socially accepted (+.1M-7) 


even without satisfying this peseee ambition, Due to circumstances, it pepuene that pursuit 
C 


of graduate work is perceived by her as reducing her chance of marriage to Mr. X, and the course 
of action is negatively loaded in sex satisfaction (—.5Eg) and conduces, if any thing, to insecurity 


(—.2Ey) rather than security, possibly because of doubts as to her ability to succeed. 


SUMMARY 


In closing his summary of this clinical measurement chapter Cattell remarked 
that the use of measurements for entities which were previously “clinically estim- 
ated’’ is likely to lead to the discovery of new laws and relationships, generate a far‘ 
more positive handling of therapeutic problems and at the same time enrich the 
theory of personality by clinical experience with the measures. He advocates that 
the clinician ‘“‘has to break with a ‘gadget-centered’ practice and acquire a structured- 
measurement, integrative view of diagnosis, which can be achieved only when certain 
socioeducational obstacles to this transformation have been dissolved.” 

This final quotation reveals Cattell’s recognition of the realistic obstacles in the 
way of obtaining any general recognition of his system. Undoubtedly, there will be 
many resistances imbedded in the attitudes, capabilities, limitations, and con- 
scientious appraisals of this work by practicing clinicians, institutional directors and 
training personnel. For this reason it is regretted that the book is written in a manner 
which, although lucid and interesting, is often contentious and disparaging of alter- 
native views. Many of Cattell’s charges levied against current practices are ex- 
travagantly exaggerated. At the same time, many of his own claims represent ex- 
tremely optimistic interpretations of his data and equally extreme myopia to 
negative evidence. 

It would be unfortunate, however, to decide important issues on peripheral 
considerations. Cattell’s work must stand or fall on the evidence for its wholeness as 
a taxonomic structure and its validity as a measurement technology. The promise of 
this contribution, with all of the short-comings noted, is great enough to create a 
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virtual revolution in clinical practice. Clinical psychologists will want to make the 
assessment themselves. To do so, they should study this book and, if possible, go to 
the principal references. If they should, after doing this, become as enthusiastic as 
this reviewer, we may then hope for their widespread participation in the research 
required to make Cattell’s structured measurement approach a workaday reality. 
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PROBLEM 

This paper describes eight item clusters that have been developed for use with a 
standard, objective history, the M-B History Record, male form. This objective 
questionnaire is self administered, for use with an informant. There are 175 items 
which were designed to sample the history data covered in an “intake interview.” 
The items themselves are ratings and were written to provide a true position for 
every possibility. 

Clinicians typically organize the facts of the psychiatric history into various 
areas. This practice presumably nets a more meaningful result than a consideration 
of the facts individually. This use of the history is generally acknowledged by clin- 
icians. The validation of these procedures remains intuitive.? 

Validity for sets of facts purported to connote a single trait or variable, must be 
found in the internal relationships of the set as well as the external covariants. 
In this paper, the first of these characteristics is studied. In succeeding papers ex- 
ternal criteria will be considered. 


PROCEDURES 

As an overview of the procedures, concepts were developed into item sets in 
three steps. First, judges selected the items that appeared to express the concept. 
Second, from a pool of cases, the reliability of each item set was determined. Third, 
promising item sets were pruned to produce a more homogeneous set or scale. 

Judgments. Eight judges were employed. There were six clinical psychologists, 
one psychiatric social worker, and one psychiatrist. A set of topics which seemed to 
be interesting were first screened by the judges for pertinence to the history area as it 
was represented in the questionnaire. This initial judgment provided eight themes. 
These were achievement, psychopathy, hypochondriasis, conflict with parents, neurotic, 
schizoid, poor social relations, and unstable home. Next, the judges indicated the items 
from the questionnaire which represented the concept in question. Although the 
items are ratings and thus directional the scoring direction was not determined by 
the judges. 

Subjects. The subjects were selected from the male patients residing in five 
Minnesota mental hospitals. A sample was chosen that would be representative 
within the following limitations: (a) between ages 17-50 years, (b) functional diag- 
nosis, (c) hospital residence less than three years, (d) family contact maintained with 
the institution during the patient’s hospitalization. 

Relatives were contacted, either on visiting days or by mail. In the latter case, 
questionnaires were mailed to the closest relative of these patients, giving preference 
to mothers, fathers, sisters, and brothers. Accompanying the questionnaire was a 
letter signed by a staff member of the hospital encouraging the completion of the 
questionnaire as a part of hospital routine and a stamped return envelope. Ninety- 
five percent of the questionnaires mailed out were returned. 

From the 133 questionnaires obtained by both techniques 100 were selected on 
the basis of completeness and adherence to directions. These 100 questionnaires 
were used as the final sample. Within this sample, the range of omission of items was 
from zero to twelve with a mean of 2.5 items. Of the 100 cases, sixteen were obtained 
from informants during visiting hours, 84 were obtained by mail. 


1Copies may be obtained from the author. 
2For a survey concerning the way the history should be used, according to a sampling of clinicians 
in psychology, psychiatry, and psychiatric social work, see Briggs“). 
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The composition of the sample of informants was 63 percent parents, 27 percent 
siblings, and the remainder wives or other relatives. Eighty-four percent of the 
informants checked that they knew the patient ‘‘very well during childhood and 
adolescence.” 

The sample was made up of the following types of male patients: 60 schizo- 
phrenics, 2 schizo-affective psychoses, 4 manic-depressives, 5 paranoid reactions, 1 
mental deficiency with psychosis and 1 involutional psychosis; thus, 73 percent of 
the patients were psychotic. The remaining 27 percent contained 9 sociopathic 
personalities, 4 alcoholics, 5 psychoneurotics, and the remaining 9 percent distrib- 
uted among other diagnostic categories. The mean age of the sample was 28.0 years. 
Sixteen percent of the sample were married. All patients were males. 


STATISTICAL TREATMENT OF THE DATA 

Before calculating cluster scores for each individual case it was necessary to 
obtain weights for the item alternatives. This was necessary because the items were 
different in length and distribution. Equal weighting is recommended when one is 
ignorant of the ‘‘best weights’’.“? Each item alternative was given the Z-score cor- 
responding to its position in the item distribution after conversion to a mean of 50 
and a standard deviation of 10. 

Items in each cluster were arranged intuitively to score in the same direction. 
Scores for the items that were reversed (from the way they were presented in the 
History Record format) were combined into the cluster sum after the Z-score had 
been subtracted from 100.4 Unanswered items were assigned the mean score of 50. 
For each case the cluster was then scored by adding the Z-scores of the n items. The 
standard deviation of the scores in each cluster was obtained for the 100 cases. From 
this latter value the alpha coefficient was derived.‘ 

In order to increase the homogeneity of the clusters the sets were purified using 
the technique described by Loevinger and DuBois“. The technique these authors 
describe was intended for use with the covariance matrix from a set of dichotomous 
items. The technique involves a number of steps which have been followed here, 
after adaptation to the covariance matrix based upon Z-scores: (a) Judgmental 
selection of items that appear to define some concept. (b) Intercorrelation of each 
set of items using data from a sample of cases like those for which practical applica- 
tion is to be made. (c) Intuitive selection of a set of 3 to 5 “core items” that are 
central in meaning to the concept to be measured and also central in the correlation 
matrix. (d) The successive inclusion of items that increase the ratio of covariance to 
variance, and exclusion of items that reduce this ratio. In this analysis the covar- 
iance matrix determined the item scoring direction. 


RESULTS 

For each concept the alpha coefficient is reported for the best judgmental sub- 
set. In this procedure items were tried at decreasing levels of agreement ranging from 
eight agreements (for the eight judges) to three agreements. In the following dis- 
cussion the highest alpha value is reported with the corresponding level of judgmental 
agreement. The item scoring direction was determined judgmentally by the in- 
vestigator in the first procedure where alpha is reported. 

The second procedure, item selection by the Loevinger and DuBois technique 
incorporated as many as 26 items from those selected by the judges (the limit of the 


3Note that reversal of a score (Z) about a mean of 50 is a reversal of the sign of the difference 
between the mean (50) and the Z-score (Z). Thus, Z Rev = 50 — (Z-50) = (100-Z). 
N 100 N 
‘The calculation formula was alpha = ——- -——— where N is the number of items, and 
N-1 1-SD*% 
SD* is the squared standard deviation of the 100 patients’ scores on the themes, as calculated above. 
It will be noted that 100 N can be substituted for the usual sum of the item variances as in this formula 
because the variances of all items are approximately the same, 100. (The SD of the items should be 
exactly 10 were it not for the unanswered questions.) 
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80 counter tabulator). Thus, for most clusters more items were permitted in the 
pool than were considered in the best alpha coefficient. The items making up each 
cluster and the set based upon the covariance selection are presented in Tables 1 
through 7. 


Psychopathy. From five to eight of the judges agreed upon 23 items. This set or 
cluster had an alpha value of .79 in the population when scored as described above. 
Five kinds of data are represented in this cluster: school and job success, treatment 
by parents which tends to alienate the child, friendships and social relationships 
(social level and sexual activity), family trouble with the law, personal judgment 
and social control (trouble). 

The entire 23 item set was intercorrelated and the item selection procedures 
recommended by Loevinger and DuBois were applied. Five items were selected for a 
core. These sampled the areas of social relations, school behavior, prudence in use 
of money, and temper. Twelve items were added to this core to make a total of 17 
items. Four areas are covered: quality of friendships, school and job success, treat- 
ment by parents which tends to alienate the child, family trouble with law; also, 
some items pertaining to judgment and sexual promiscuity are retained. See Table 
1 for the items and topics. 


TaBLe 1. JuDGMENTAL AND HomMoGENEOwS ITEM SEtTs IN THE PsycHopatuic CLusTER* 
(ALPHA = .79) 








Item Number Item Content Judgmental Set Homogeneous Set 


Age 
Family trouble with the law 
School grades 
Interested in school work 
Desire to complete school 
Interest in sex began — age 
Sexual promiscuity 
Homosexual contacts 
Type of friendships 
Well liked 
Social standing of friends 
Gets along well with colleagues 
Reckless 
Well-behaved in school 
Spends money wisely 

emper 
Criticized for coming in late 
Sissy vs. rough-neck 
Amount of drinking 
Job stability 
Closeness to family 
Dissocial aspects of home 
Severity of punishment 





R 
it 
R 
ee 
R 
R 
R 
R 
- 
+. 
ze 
ae 
R 
ae 
z 
Be 
es 
rs 
R 
J. 
ES 
re 
ak 





*A + indicates that the item direction and the scale direction are the same. R indicates that the 
item is reversed in order to produce consistent scoring direction. 0 indicates a core item. 


Achievement. From five to eight judges were able to agree upon 16 items. This 
set had an alpha value of .73 in the sample of 100 psychiatric patients. Five topics 
make up the set: school and job success, feelings about school, social achievement, 
parents’ social economic level and parents’ attitude toward achievement. 

After inter-item correlation, five items were selected as a core set. These items 
included school and job success and social leadership. To these the Loevinger and 
DuBois selection technique added five other items making a total of ten items in all. 
Omitted are items that refer to the more psychological aspects of achievement (i.e., 
satisfaction, willingness) and social standing of friends. Thus, the content that 
seems to be measured by this set is purely achievement (7.e., school, job, and social 
success). See Table 2 for these items. 
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TABLE 2. JUDGMENTAL AND HoMoGENEOUS ITEM SETS IN THE ACHIEVEMENT CLUSTER* 
(ALPHA = .73) 








Item Number Item Content Judgmental Set Homogeneous Set 





21 Parents’ job level 

31 Years cf school 

32 Ahead or behind in school 

33 Difficulty with school work 

34 School grades 

35 Amount of special training 

37 Interest in school work 

36 Desire to complete school 

38 Age first earned money 

39 Highest job level 
Use of ability in job level 
Job satisfaction 
School and job success 
Social standing of friends 
Recognized leader of organization 
Family interested in his work 
Job stability 


4- 
RO 
+0 
+ 
RO 
Ré 
a 


+H++++4444 D4 PB4+4 





*see footnote Table 1. 


Hypochondriasis. A 13 item cluster including items with three agreements or 
more has an alpha coefficient of .62. Included in this cluster are items describing 
attention to aspects of physical health through actions and interest. The other items 
refer to actual health (7.e., to eating and sleeping habits, and childhood bedwetting). 

A core of four items was selected which included interest in physical health and 
medications. Using the Loevinger and DuBois technique four other items referring 
only to actions and interests that are aimed at physical health were added. Table 3 
indicates which items belong to this final set. 


TABLE 3. JUDGMENTAL AND HoMoGENEOUS [TEM SETs IN THE HYPOCHONDRIASIS CLUSTER* 
(ALPHA = .62) 














Item Number Item Content Judgmental Set Homogeneous Set 








81 Enjoys most foods 

94 Frequency of bathing 
105 Sleep habits 

106 Worries about weight 
107 Sees doctor regularly 
108 Takes special medicines and foods 
109 Takes sleeping pills 

110 Complains about health 
111 Physical condition 

112 Often sick before age 12 
113 Often sick after age 12 
114 Wet bed till — years 
122 Talks about problems 


os 


+0 
+ 
+0 


+0 
R 


+4404 +++4+4+4 








*see footnote Table 1. 


Neurotic. Twenty-four items were agreed upon by at least five of the judges. 
These items had an alpha coefficient value of .62. The content of the neurotic set, 
unselected for homogeneity, includes all the hypochondriacal items noted above and 
in addition some references to sexual patterns and scattered ‘“‘neurotic”’ signs. A core 
of six items was selected including three references to physical health, and three 
items referring to mood or psychological equanimity. The Loevinger and DuBois 
program of selection yields a 12 item set which includes five of the final set of hypo- 
chondriacal items, as well as items concerned with jealousy, temper, mood, and 
thumb sucking. Table 4 indicates which items are in this set of items. 
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TaBLE 4. JUDGMENTAL AND HomMoGENEowSs ITEM Sets IN THE NeEvuRoTIC CLUSTER* 
(ALPHA = .62) 





Judgmental Set Homogeneous Set 


Item Number Item Content 





41 Job satisfaction on RO 
5 Homosexual contacts a 

Frequency of dating R 
Best friends men or women + 
Jealous of siblings + 
Temper 
Amount of drinking R 
Frequency of bathing R 
Dressed as others when child R 
Sad or happy person R 
Fears limit activities R 
Sleep habits + 
Worries about weight R 
Takes special medicines and foods R 
Takes sleeping pills + 
Complains about health 

111 Physical condition 

112 Often sick before age 12 R 

113 Often sick after age 12 

114 Wet bed till — years 

115 Sucked thumb till — years 

120 Has been to doctor about nerves 

121 Recent family fortune 

122 Talks about problems 

*see footnote Table 1. 

Schizoid. The judges selected 18 items with agreement between four and eight 
members. This set had an alpha coefficient of .63. The following topics appear within 
this set: family mental health, sexual directness, the quality of friendships and social 
relationships, withdrawal and personal habits. A core of six items was selected in- 
cluding reference to sociability, excitability and cleanliness. The selection for 
homogeneity reduces the 18 items to 11 with little change except to eliminate refer- 
ence to family mental health. This set appears in Table 5. 


TABLE 5. JUDGMENTAL AND HoMoGENEOUS ITEM SETS IN THE Scuizo1p CLUSTER* 


ie 








Judgmental Set Homogeneous Set 





Mental disease in family os 
Mother mentally unbalanced R 
Father mentally unbalanced R 
Interest in sex began __ age + 
Frequency of dating 
Made effort to meet girls 
“Bully” vs. “picked on’’ 
Type of friendships 
Likes to be alone 
Inactive child 
‘Head in clouds’ 
Frequency of bathing 
Apparent mental stability 
Excitable person 
Careful about dress 
Often appeared deep in thought 
Fears limit activities 
118 Length of present illness 
122 Talks about problems 





~ gee footnote Table 1. 

Conflict with Parents. Here the best judgmental set included 24 items with an 
alpha coefficient of .68. The level of agreement associated with these ranged from 
7-6 agreements. This set contained items referring to family mental health, punish- 
ment by parents which alienates the patient and family cohesion or mutual interest. 
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Five core items were selected. These referred to a pattern of parental aliena- 
tion of the child through discipline or social situations. The selection of items based 
upon the Loevinger and DuBois technique produced a ten item set. The purified set 
deals exclusively with patterns of alienation of the child by the parent. See Table 6 
for the item content. 


TABLE 6, JUDGMENTAL AND HOMOGENEOUS ITEM SETs IN THE CONFLICT WITH ParENTS* 
CiusTER* (ALPHA = .68) 








Item Content 


Item Number 


6 Number of siblings 
8 Lived at home vs. with relatives 
il Mother’s drinking 
12 Father’s drinking 
17 Father mentally unbalanced 
26 Strictness with patient 
27 Frequency of family quarrels 
30 Afraid of mother 
Afraid of father 
47 Parents approved of patient’s dating 
Brought girl friends home 
Family interfered with his dating 
Brought friends home 
Family willing to let him visit others 
Favorite child 
Talked to family about problems 
Felt free to disagree with parents 
Conflict in relations with family 
Worked with family 
Conflict over smoking and drinking 
Family interested in his work 
Critisized for coming in late 
Closeness to family 
Severity of punishment 








*see footnote Table 1. 


Unstable Home. The 19 items ranging in agreement levels from 8 to 5 produced 
an alpha value of .63. This set contained items that refer to family stability, family 
cohesion and parental discipline tending to alienate the child. 

Four core items were selected. These referred to whether the patient was raised 
in a real home, and whether he was accepted there. Item selection was carried out 
and netted an eight item scale. The four items that were selected describe other 
aspects of family stability. The items are reported in Table 7. 

TABLé 7. JUDGMENTAL AND HOMOGENEOUS ITEM SETS iN THE UNSTABLE-UNREWARDING 

Home Cuiuster* (ALPHA = .63) 








Item Number Item Content Judgmental Set 





Raised in own family vs. institution a 
S Lived at home vs. with relatives R +0 
9 Parents lived until he was — years R +O 
10 Family status cs R 
Mother’s drinking R 
Father’s drinking R 
Steadiness of family incore + 
Mother mentally unbalanced R 
Father mentally unbalanced R 
Frequency of family quarrels R 
Brought girl friends home 
Favorite child 
Talked to family about problems 
Meals were a family occasion 
Worked with family 
84 Family interested in his work 
102 Closeness to family 
128 Dissocial aspects of home 
129 Severity of punishment 








*see footnote Table 1. 
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Poor Social Relations. The 16 items ranging in agreement levels from 8 to 5 
showed an alpha coefficient of .40. This value casts doubt upon the concept itself. 
Item selection procedures were undertaken even though the concept seemed ques- 
tionable. A six item set was derived. Four of these items were the ‘‘core’’ items and 
thus only two items were added or selected. The judges selected items describing 
quality of friendships, absence of or unstable family situation, restriction of social 
contacts to the family. The six item set that resulted emphasized the absence of a 
normal family or the instability of family structure. Because of the poor statistical 
aspects of validity the items are not reported. 


SUMMARY 

This paper considers eight concepts that were thought to be important in the 
psychiatric history. The concepts were achievement, psychopathy, schizoid, 
neurotic, conflict with parents, hypochondriasis, poor social relations, and unstable 
home. Each item describing a concept was selected by clinical judges in items from 
the M-B History Questionnaire. The clusters selected by the clinicians were then 
scored on 100 records obtained from the relatives of psychiatric hospital patients. 
Scoring was through the Z-score technique. Alpha coefficients for each cluster were 
calculated. The covariance matrix for each cluster was obtained. These matrices 
were subjected to an item selection procedure recommended by Loevinger and Du- 
Bois. Seven clusters appeared to hold some promise after this treatment. Excluded * 
was the poor social relations cluster. 
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JUDGMENTS OF OUTCOME OF HOME CARE PLACEMENT 
FROM PSYCHOLOGICAL MATERIAL! 


LEONARD P. ULLMANN AND VIRGINIA C. BERKMAN 
Veterans Administration Hospital, Palo Alto, California 


PROBLEM 

Home care is the placement of an NP patient in the home of a paid caretaker or 
sponsor who is supervised by a social worker. The present report dealing with the 
judgment of outcome before placement not only has meaning for the practice of 
home care, but also bears on Holt’s®) recent conceptualization of clinical and 
statistical prediction. In a recent paper? length of time spent in NP hospitals be- 
fore placement in home care was found to be more significantly related to two post 
placement criteria than were judgments based on psychological test reports. The 
present study is a second investigation of the role of personality evaluation in the 
selection of patients for home care placement. 


‘From the Psychology Research Laboratory, VA Hospital, Palo Alto, California. This study was 
completed in association with the VA’s Psychiatric Evaluation Project, Richard Jenkins, Director, 
and the Social Work Service of VA, Palo Alto. The authors wish to express their gratitude to the 16 
social workers who served as judges and to Dr. Jenkins for his valuable suggestions. 
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METHODS AND PROCEDURES 


Material descriptive of the personality of patients was abstracted from referrals 
written by ward social workers to home care case workers. Historical, financial, 
medical, and other data not dealing with personality variables at the given time were 
deleted. In cases where there was doubt, material was included rather than deleted. 
The average number of typewritten lines of the final abstracts was 12.3 with a stand- 
ard deviation of 6.08 lines. Social workers were asked to judge each abstract and 
rank the likelihood of six outcomes of home care placement for the patient described 
in the abstract. The accuracy of the judges’ rankings was compared with rankings 
based on an actuarial use of length of NP hospitalization before placement and type 
of ward from which the placement was made. 


Outcome Categories. After participant observation, Ullmann and Berkman“) developed 
verbal descriptions of six uses (outcomes) of home care. These descriptions were translated into 
percentages of time the patient spent in three statuses after first family care placement.2? Two 
case workers experienced in the hospital’s home care program matched patients’ names to the 
verbal descriptions four times better than chance. The agreement between case workers with 
each other was not significantly greater than the agreement between each case worker and the 
numerical translations of the verbal description of the outcome groups“). 


Sample of Judges. Sixteen social workers served as judges: four staff social workers who had 
had active experience in the home care program, eight staff workers without active experience in 
the program, and four social work students starting their field work at the hospital. 


Judges’ Task. The judges were given the verbal descriptions of outcome groups referred to 
above. They were asked to rank the likelihood of the occurrence of these categories for each case 
on the basis of the abstracted material. Each judge was asked to rank 16 cases in this manner. 


Sample of Cases. The 191 cases placed in home care from the hospital from 1951 through 
1954 were separated into the six numerically defined outcome groups. The cases in each group 
were shuffled and every third case drawn so that a sample both representative and random was 
obtained. The 64 cases so obtained had been used in the study of worker-numerical agreement 
described above), This sample was used in the present study with the exception of the replace- 
ment of one man whose referral to the home care program could not be found and therefore 
could not be abstracted. 


Design. A worker e oy snced in the home care program, two staff workers not experienced 


in the program, and a student, each rated the same 16 cases. For the 64 cases there were four such 

groups. The 16 cases ranked by each group were so selected that (a) the outcome types remained 
representative and did not differ by more than one from group to group; (b) in no case did a 
worker rank a referral he had written; and, (c) no group had a disproportionate number of re- 
ferrals written by the same worker. 


Actuarial Method. Ullmann and Berkman“) using a sample of 191 patients found that five 
of ten items of identifying material known before placement were significantly associated with the 
outcome groups. In the present study, two of these items were used: first, amount of NP hospital- 
ization before first placement and, secondly, type of ward (relatively more or less regressed) from 
which the placement was made. For the 127 cases not used in the judging task of the present 
study, the first yielded a chi-square of 21.85 which with five degrees of freedom was significant 
beyond the .001 level, and the second yielded a chi-square of 10.44 which with five degrees of 
freedom was significant between the .10 and .05 levels. For the 127 cases, the association between 
these two items of identifying information was insignificant, the chi-square with one degree of 
freedom being 0.42. To combine the two items of inform: ation, a four-fold table (high and low on 
the two items) was devised and the rank-order of the frequencies of the six outcome groups in 
each cell became the actuarial ranking of the likely use of home care by patients falling in that 
cell. Because the actuarial method was established with a sample independent of the cases to be 
predicted, the method embodied what was essentially a cross-validation. 


RESULTS 
Chance was considered to be an outcome which had been given a likelihood 
ranking of 3.5 on a scale from one (most likely) to six (least likely). This level may 
be overly stringent because it assumes that there is no error introduced by the use 
of verbal or numerical definitions of the outcome groups. 


2An abbreviated example of a verbal description: Sitters are patients who are placed in home care, 
adjust, and do not progress beyond that protected situation. The numerical definition of the group: 
Sitters remain out of all NP hospitals at least 80% of the time after first placement, at least nine months 
in home care, and less than 20% of the time in independent (non-hospital, non-home care) living. 
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Accuracy of the Judges.* Of the sample of 16 judges, 14 had an average accuracy 
better than 3.5, while 13 had a median accuracy better than 3.5. These data yielded 
sign test @) values significant at the .005 and .02 respectively. In data comparing 
the judges with the actuarial method, the accuracy of the rankings of the different 
workers who judged the same case were averaged. The average score of these 
averages of judgments for 64 cases was 3.03 with a standard deviation of 1.24. Since 
41 of the cases had an average judgment accuracy better than 3.5 while 20 cases had 
an average judgment accuracy poorer than 3.5, the sign test indicated accuracy 
significant at the .005 level. 


Accuracy of the Actuarial Method. The average accuracy of the actuarial method 
for 64 cases was 2.73 with a standard deviation of 1.55. With 45 cases identified 
more accurately than 3.5, and 19 cases identified less accurately than 3.5, the sign 
test yielded a value significant at the .005 level. 


Combination of Judges and Actuarial Method. While the actuarial method show- 
ed an insignificant trend to be more frequently the more accurate of the two scores 
(sign test yielded a critical ratio of 1.44), the clinical question is the value of adding 
the judges’ rankings to the scores obtained by the actuarial method. To test whether 
the judges added in a worthwhile manner to the relationship between the actuarial 
method and the criterion, the distributions of judges’ and actuarial rankings were 
divided at the median. Table 1, which was also used to test the degree of association 


TaB_e 1. Tue AssocraTION BETWEEN RANKINGS OF LIKELIHOOD oF OUTCOME 
or Home Care PLACEMENT BY SoctiAL WORKERS AND AN ACTUARIAL METHOD 


Social Workers’ Accuracy 


Actuarial Accuracy LOW High 


| 2h (B) 





13 (D) 





between the two methods (chi-square 4.02, significant at the .05 level), was con- 
structed. If the judges added to the accuracy of the actuarial method, then cases in 
cell B would have been more accurately ranked than cases in cell A, and cases in 
cell C would have been less accurately ranked than cases in cell D. Neither of these 
two expectations were substantiated; the Mann-Whitney U test) yielded critical 
ratios of 0.40 and 0.48 respectively for these two hypotheses. In the same manner, 
the benefit of adding the actuarial to the judges’ rankings was examined by testing 
whether cases in cell B were more accurately ranked than cases in cell D, and 
whether cases in cell C were less accurately ranked than those in cell A. Using Mann- 
Whitney U test, the critical ratios for these two tests were 1.75 and 1.55 respectively. 
These results indicate that jvhile the judges’ rankings were related to actual outcomes 
with better than chance accuracy, the judges’ rankings did not provide information 
additional to that obtained by the use of two items of identifying information. 


Judges’ Experience and Accuracy. Holt, discussing clinical and statistical pre- 
diction, writes that ‘it is surprising how often people expend a great deal of time and 


All directly identifying information had been deleted from the abstracts. The judges were in- 
structed to make rankings on the basis of the material in the abstract and were later questioned as to 
what data led them to make their decisions. For 15 of the 16 judges there was every reason to believe 
that rankings were made on the basis of the abstract material and not identification of the specific 
patient described. One of the judges—the one who had had the most contact with patients in home 
care—gave names to eight cases and, amazingly, six of these were correct. This raised a methodological 
problem which was handled by not using the judgments of the six cases correctly named while using 
the judgments of the two cases incorrectly named. The average and median accuracy of this judge was 
based on ten rather than 16 cases. When the judgments of the same case by different workers were 
averaged, 58 cases were based on rankings by four judges while the remaining six were based on 
rankings by three judges. 
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effort trying to predict a kind of behavior about which they know very little... .” 
@, p. 2). His point, which on the surface is impossible to dispute, is that “‘it is pre- 
supposed that we acquaint ourselves with what we are trying to predict”: »-2), In 
this study, data were available as to the accuracy of the judgments of three groups 
of workers who differed in their experience with the specific program. There was no 
trend, much less any significant difference, in the accuracy of the judgments of the 
three groups of social workers. 


Discussion 


Clinical judgment may be of value in a prediction process even if the clinician 
predicts the criterion less accurately than an actuarial method. The clinician need 
only add to the relationship between the actuarial method and the criterion. If the 
clinician measures an aspect of the criterion different from that measured by the 
actuarial method, he provides valuable information.‘ A purpose served by the many 
studies, so different that “‘they cannot sensibly be added together’: ». ») is the 
search for those situations in which the clinician does function usefully. The results 
of the present study which deal with three groups of judges having different amounts 
of experience, as well as findings by Luft °’ and by Fiske as quoted in Luft ® ». %®), 
indicate that it is difficult to specify the situations in which increased knowledge 
may be usefully applied. 


SUMMARY 


Material descriptive of the personality of 64 patients to be placed in home care 
was judged by 16 social workers. The judges were able to rank the likelihood of six 
outcomes of placement with better than chance accuracy, but did not increase the 
relationship obtained between rankings based on two items of identifying informa- 
tion and eventual outcome of patients’ placement in home care. 
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‘However, when the clinician applies his skill to material which can be utilized in a mechanical 
way, he justifies his manipulations by attaining a relationship greater than that obtained between the 
criterion and the mechanical method alone‘), 





A FACTOR ANALYTICALLY DERIVED SCALE FOR RATING 
ACTIVITIES OF PSYCHIATRIC PATIENTS 


WILSON H. GUERTIN AND ARNOLD D. KRUGMAN! 
Veterans Administration Hospital, Knoxville, Iowa 


The need for research evaluating the effectiveness of a specific therapy for a 
patient in a treatment program in psychiatric hospitals is obvious. Current tools 
such as projective techniques often do not focus on adjustment. To meet the need, 
behavior rating of psychiatric patients is coming into prominence and Lorr“? has 
presented an excellent review of those in use. Lorr® and Wittenborn®? published 
mental status type scales while Ferguson, McReynolds and Ballachey® and 
Scherer“? published scales designed to evaluate the hospital adjustment of such 
patients. These last two scales employ subjectively derived scoring categories for 
behavior description. 

Despite their shortcomings ®: *), it was these scales that demonstrated the value 
of behavior ratings of hospital adjustment and encouraged the present authors to 
construct a scale designed to avoid some of the weaknesses of earlier scales. The 
first principle we were guided by was that wide sampling of overt behavior with 
simplified items reduces implicit categorizing with reduced reliability. A less im- 
portant principle was that items with broad applicability almost eliminate the un- 
scorable item problem. But most important was the use of factor analysis to estab- 
lish scoring categories on a sound empirical! basis by eliminating less useful items and 
assigning those retained to scoring categories on an objective basis. Final scoring 
was simplified by using enough items so that there would not be overlap of an item 
in several scoring categories. 


PROCEDURE 


The authors independently made observations of and recorded more than 1000 
actions of male psychiatric patients in all types of activity situations. These simple 
descriptions of segments of behavior, which constituted the basic pool of the rating 
items, were compared. Duplicates were eliminated. This left a total of 191 items 
which were distributed to five raters (occupational, corrective, sports and music 
therapists, and a chaplain), each of whom then rated two different patients. 

On the basis of the raters’ experiences, various items were reworded to increase 
clarity and reduce ambiguity. The revised form was then ready for analysis. Five 
new raters each selected and rated 20 male patients that they had had close contact 
with at least weekly during the previous year. No attempt was made to control 
diagnosis or level of adjustment. Rather conventional rating scale instructions were 
used and are now part of the instrument. Behavior was sampled in the following 
areas: music, ward, corrective therapy, occupational therapy, and church. 

The ratings made on the 100 patients provided the data for intercorrelating 
each of the 191 items with each other. Seventy of the items were eliminated at this 
point due to their specificity. That is, the items either were not applicable for all 
patients or were not ratable in all activities. After this reduction, 121 items remained 
for tetrachoric intercomparisons. So large a number of items would require the cal- 
culation of more than 7000 independent correlations. The number of required cor- 
relations was reduced to slightly over 3000 by dividing the large block of items into 
three and making three separate intercomparisuns. Similar items were grouped to- 
gether to minimize overlap among the three blocks of items. Each block had ap- 
proximately 40 items which were intercorrelated with themselves. Each of these 
blocks was then cluster analyzed, with a total of 10 clusters obtained. Overlap 
among many of the clusters occurred when the data were combined. 


1Now, Chief Clinical Psychologist, Veterans Administration Center, Martinsburg, West Virginia. 
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A final multiple-group factor analysis“? was made on a block of 55 items 
selected from the three preliminary blocks by employing two or three of those tests 
that clearly located each of the 10 clusters. To these 25 items were added those which 
appeared to have some uniqueness or those which subjectively impressed the in- 
vestigators as being worthy of inclusion in the final analysis. Low frequency of 
occurrence or poor tail distribution made it necessary to drop only five of the initial 
121 items. 

The multiple-group factor analysis provided the oblique factor loadings for the 
55 items in the intercorrelation matrix. It was necessary to calculate the factor 
loadings for the remaining 61 items by an extension of the original factor matrix. 
Thus, a total of 116 items appear in the factor matrix, although only 55 of the 
items actually located the clusters which led to the obtained factors. 


RESULTS 


Table 1 shows the final oblique matrix for the 76 items selected for scoring. The 
items are briefly designated in Table 1. Twelve of the 55 items in the original factor 
analysis are excluded in the final scoring and do not appear in the table. The 43 
items remaining from the original factor analysis are designated with asterisks. The 
final scoring sheet was derived on the basis of a listing of the heaviest loaded items 
for each of the factors. 


TaB.e 1. Roratep Osiique Factor Loapineas For Sca.e Items 





Brief Item Description RI 





Speech | 7 gh* 

ch loud enou 
on floor 
Repeats meaningless words 
Fly open* 
Gets drink 
Foreign objects in mouth* 
Repetitive hand movements 
Eyes closed 
Consistent train of thought* 
Favorable response to criticism 
Destructive* 
Paces restlessly* 
Talks to self* 
Seeks reassurance 
Hands over eyes* 
Messes with refuse* 
Wanders around lost* 
Laughs — reason* 


pred 


Set yer eg 


Discusses home 

Initiates conversation with personnel* 
Restless and fidgety* 

Slowness in movement 

Unrealistic overconfidence* 

Works with safety 

Grunts or groans 

Refuses favors 

Initiates greetings* 

Scratches skin 

Offers gifts* 

Walks restlessly* 

Unfavorable response to criticism* 
Verbal hostility toward patients* 
Pleasure es accomplishments 


Spontaneously assaultive* 
Strikes personnel* 

Strikes patients* 

Aware of errors 
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TasBLe 1. Roratrep Osiique Facror Loapines For ScALE ITrEMs (continued) 





Brief Item Description IT EC RI RA 





EC (continued) 
Violates rules j .o2 
Throws and kicks objects* 
Hands over ears 
Answers questions 
Bullies and teases* 


Courteous verbally 

Resents questions 

Greets personnel 

Minds being told what to do 

Complains without justification* 

Hostile toward personnel* 

Uses big words* 

Avoids physical contact 

Non-verbal politeness 

Verbalizes unhappy feelings* 

Slumps in chair 

Argumentative 

Spits on floor* 

Stubborn* 

Unkempt in appearance* 
RA 


Coat h0 8 ES 


Avoids personnel 

Notices hazards* 

Hyperactive* 

Gestures without reason 

Aware of others 

Scratches head* 

ppp ypriate gestures* 

Picks nose 

Appropriate smiling* 

Brags* 

Acknowledges greetings* 
RC 


Interest in accomplishments* 

Smooths or combs hair 

Expression in features* .0F 13 
Initiative in activities* : 17 
Nose runs* 5 46 
Hands to mouth ‘ — .39 
Responds when called c .38 
Creative imagination 22 —.17 





Duplicate tabulating for more than one factor was avoided in order to provide 
the simplest mechanical arrangement possible for obtaining total scores under each 
factor. Items with factor loadings of less than .50 were dropped. This reduced the 
total number of items employed from 116 to 76. In its final form the scoring sheet is 
designed so that the sum of each column is a raw factor score. Since some of the 
items are reversed in direction it is necessary to introduce corrections for such item 
scores before obtaining the raw score totals. The items are grouped into the six 
factors which will be described in the next section. 


TaBLe 2. INTERCORRELATIONS BETWEEN ROTATED OBLIQUE Factors 


Factors DB IT EC RI RA 











Deteriorated Behavior (DB) ; .07 : 
Interpersonal Tensions (IT) — .12 33 09 
Emotional Controls (EC) 

Resistive Isolation (RI) —.10 
Regressive Agitation (RA) 

Reality Concern (RC) 
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DIscUSsSION 

The Deteriorated Behavior factor (DB) appears to represent an extremely dis- 
interested, dependent adjustment. This so-called vegetative type shows interest 
only in primitive oral urges. Awareness of the environment is severely restricted. 
Social responses are confined to obeying simple commands. 

The Interpersonal Tensions factor (IT) is characterized by reaching for and 
clinging to relationships with others. Overt tension stemming from dissatisfaction 
(restlessness, fidgetiness, scratching), expressions of inadequacy and strong indica- 
tions of dependency are suggested. Verbalizing ability is high in this factor. 

The Emotional Controls factor (EC) is defined by emotional explosiveness, 
poorly controlled aggression and hostility, chiefly expressed motorically. On the 
whole, these forces are directed outward, yet, also involved are tendencies toward 
self-destruction or at least self-disregard. 

The Resistive Isolation factor (RI) appears related to the process of withdrawal, 
is characterized by little initiative, reduced motor activity level but increased ten- 
sion. However, negativism, unruliness, and easily evoked irritability are also feat- 
ured, suggesting that affective involvement still occurs. 

The Regressive Agitation factor (RA) is characterized by personal untidiness and 
restlessness to a degree approaching agitation. The regressive feature comprises, in 
part, incontinence and disregard of hazards. 

The Reality Concern factor (RC) is characterized by a healthy regard for and 
awareness of external surroundings. There is recognition and acceptance of social 
niceties, and ability to take part, possibly impersonally, in social functions. 

Reliability for the scale items would seem high. As would be expected, the 
communality of the original 55 variable matrix is a very high 75 percent of the total 
variance. From this it also can be concluded that the six factors pretty well describe 
the individual scale items. 

The authors are engaged currently in validating this instrument against the 
adjustment of male patients as shown by hospital ward placement. The small 
amount of data collected so far suggests that the scale will be quite effective in 
differentiating the well adjusted from the poorly adjusted groups. Some clarification 
of the general concept of hospital adjustment may be forthcoming. Subsequently, 
it will be necessary to present standardization information so that individual scores 
in the factors can be compared with a male hospital group to provide normative 
scores. 

Two significant limitations of the instrument should be mentioned. Only 
workers with considerable contact with the patient over a rather long period will 
have suitable information to rate the patient. It follows that the instrument is not 
suitable for quantifying observations made over one or two periods. This tool is de- 
signed primarily for rating by ancillary services. The scale’s second limitation 
evolves from its empirical derivation on a male population. Female psychiatric 
patients have not been subjected to observation as yet. Until they are, there is no 
evidence that the scale can be used satisfactorily with female subjects. Probably a 
revision for females will be warranted eventually. 


SUMMARY AND CONCLUSIONS 

1. The behavior rating scale proposed herein grew out of the need for evaluating 
changes in behavioral adjustment. 

2. Observations of segments of the behavior of male mental hospital patients led 
to the construction of scale items. 

3. The items were factor analyzed and yielded six major factors: Deteriorated 
Behavior, Interpersonal Tensions, Emotional Controls, Resistive Isolation, Re- 
gressive Agitation, and Reality Concern. 

4. The need for validation and standardization are discussed. Proposals of re- 
search applications with the instrument are made. 
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RELIABILITY OF THE HAS AS A FUNCTION OF LENGTH 
OF OBSERVATION AND LEVEL OF ADJUSTMENT! 


BORIS GERTZ, DONALD W. STILSON?’, AND MALCOLM D. GYNTHER 
South Carolina State Hospital and the University of South Carolina 


An earlier study by Stilson et al demonstrated that the Hospital Adjustment 
Scale (HAS) ® is a reasonably reliable instrument for repeated ratings of psychiatric 
patients, even when used by student nurses with relatively limited training. How- 
ever, the instructions accompanying this scale indicate that a rating should be based 
on an observation period of at least two weeks. Since this period of time may inter- 
fere with the routine duties and therapeutic efforts of ward personnel, it appears 
worthwhile to evaluate the effect of reduced observation time on the reliability of 
ratings. In addition, the previous experiment showed that the HAS and the Multi- 
dimensional Scale for Rating Psychiatric Patients (MSRPP) have a fairly high 
positive relationship and that the reliability of the MSRPP was unrelated to level 
of patient morbidity. It would be important to ascertain whether HAS scores are 
also unaffected by level of patient adjustment. 

Finally, one might expect a significant interaction between level of adjustment 
and observation time. That is, increasing length of observation of well-adjusted 
patients might be expected to increase the reliability of ratings whereas increased 
observation of poorly-adjusted patients beyond some minimum time (say one-half 
day) might have no effect on reliability. This is based on the observation that the 
pathological behavior of the relatively well-adjusted patient is more subtle and 
observable only in certain situations which may not occur during a short observa- 
tional period, whereas the behavior of the poorly-adjusted patient is largely domin- 
ated by obvious pathology. 

The present investigation is an attempt to determine whether (a) reliability 
of the HAS is dependent upon length of observation, (b) reliability of the HAS is 
dependent on level of patient adjustment, and (c) length of observation and level of 
adjustment interact in their effect on reliability. 


METHOD 
Subjects. Eighty-eight subjects were selected from a chronic psychotic population 
described earlier), Due to illness of a rater or transfer of a patient to another build- 
ing, complete data were not obtainable for three patients. 


1The authors are indebted to the staff members of the South Carolina State Hospital Psychology 
Department and to Dr. Donald J. Mason of the University of South Carolina for their help in the 
formulation of this problem. 

*Now at the University of Colorado. 
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Raters’. Forty-four student nurses were randomly selected from a class of 65. Prior 
to their attempt to rate members of the experimental sample, they were given three 
two-hour training sessions and two practice ratings with patients not housed on the 
buildings in the study. The training procedure and criteria for establishing reliable 
ratings are given in an earlier publication ®?, 


Procedure. The patients in two buildings were divided approximately into highest, 
middle, and lowest thirds on the basis of previous HAS total scores. Patients were 
stratified by building and by ward within each building. A stratified random sample 
of 32 patients from the lowest third (poorest adjustment), 32 from the middle third, 
and 24 from the highest third (best adjustment) served as Ss. Four lengths of ob- 
servation period were chosen: 1, 3, 5, and 8 half-days. Each patient was assigned 
randomly to one of the four observation periods. 

The 44 raters were divided into pairs, with each pair assigned randomly to each 
of 22 patients. After completing this first rating, each rater was paired with another 
student nurse, and the members of this pair rated another patient. Each rater was 
paired with four other raters in all, and each rater observed four different patients. 
The order in which each rater participated in the four different observation periods 
was systematically counterbalanced in order to equate the effects of previous rating 
experience on each observation period as nearly as possible. Thus, every student 
nurse rated four patients, one for each of the four observation periods, and her rating 
partner was different for each patient. 

In order to reduce interrater communication, whenever two raters were observ- 
ing the same patient during the same day(s), one rater saw the patient during the 
morning while the other observed during the afternoon. When the observation period 
exceeded one day, the two raters assigned to a patient alternated morning and 
e#-ernoon on successive observation days.‘ 
. + 

RESULTS 

A two-way classification analysis of variance was performed on the absolute 
values of the differences between the ratings of each member of a pair of raters ob- 
serving the same patient. Since the variances were clearly heterogeneous, a trans- 
formation was necessary before proceeding with the analysis of variance. The fourth 
root of the absolute difference plus one, (7.e., (ld1 + 1)™%, where d is the algebraic 
difference between the ratings of each member of a pair of raters assigned to the same 
patient) was found to satisfy the homogeneity requirement. The results of the 
analysis of the transformed data are given in Table 1. 


TaBLy 1. SuMMARY OF THE ANALYSIS OF VARIANCE 





Source Sum Squares df Mean Square F 


HAS Level 1.770 0.885 4.9 
Observation Period 0.910 0.303 1.702 
HAS xX Observation 0.600 0.100 0.562 
Within 12.961 0.178 

Total 16.241 








“> < 2 

*Three df were lost in estimating three missing observations. These missing 
entries were obtained by selecting a value at random from the observed values 
within the experimental condition in which the entry was missing. No cell in 
the design lacked more than one observation. 


‘The authors would like to thank Miss Martha Bradley, Director of Nursing Education, South 
Carolina State Hospital, who did much to make this project possible. 

‘In this study, we cannot clearly distinguish between test-retest reliability and interrater agree- 
ment. The procedure described above appears to have minimized the effects of test-retest unreliability 
so that most of the between-raters variability can be attributed to rater differences. For the sake of 
brevity, the term “reliability” will be used below. 
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Inspection of the table shows that the F-value for observation period was not 
significant which indicates that reliability is unrelated to length of observation. 
Furthermore, the nonsignificant interaction indicates that the effect of observation 
time on reliability does not depend on the level of adjustment of the patient rated. 
However, the significant finding for HAS Level (F = 4.97, p < .01) indicates that 
reliability is related to level of adjustment. 

Wilson’s much less powerful distribution-free analogue of the two-way classi- 
fication analysis of variance “) was applied to the untransformed absolute differences. 
This second form of analysis showed that neither length of observation nor the inter- 
action approached significance, but did lead to rejection of the null hypothesis for 
HAS Level at the .07 level of significance, which is consistent with the results of the 
analysis reported above. 

The Pearson product-moment correlations between ratings within each ob- 
servation period averaged .84 (range .77-.88), indicating rejection of the hypothesis 
of zero correlation at less than the .01 level of significance. Though the highest cor- 
relations between ratings were obtained for the one-day and eight-day observation 
periods, the differences between these and the other correlations were not statistically 
significant. These results clearly indicate that a one-day observation period is as 
reliable as longer periods of observation, within the limits of this study. 


DIscussION 

Our earlier study “> showed that nonprofessional observers employing the HAS 
for a two-week observation period could rate patients as reliably as professional 
raters using the MSRPP. The reliability coefficients were .79 and .80 respectively. 
The present correlational findings for the 1, 3, 5, and 8 half-day observation periods 
are strikingly similar to that obtained with the two-week interval. Furthermore, 
since one half-day’s observation is as reliable as an eight half-day rating period, there 
is no obvious advantage in using longer periods of time. When the raters are trained 
in the manner we have described, the two-week minimum observation prescribed by 
McReynolds, et al.,° does not afford economical use of a rater’s time. 

Although the reliability of the MSRPP was found to be unrelated to level of 
patient morbidity®, the present analysis of variance shows that the reliability of 
HAS total scores is related to patient adjustment. The mean absolute difference 
(unreliability) was highest for the intermediate group and approximately equal for 
the poorest- and best-adjusted groups. This may be due to a “regression effect,” 
i.e., extreme scores move in only one direction, toward the mean, whereas middle 
scores have more freedom and can move either up or down. If such an interpretation 
is correct, the HAS total score is probably insensitive to changes in the adjustment 
of patients who are either well-adjusted or poorly adjusted as interpreted with the 
present patient population in mind. 

The observed lack of effect of length of observation time on the reliability of the 
instrument may reflect the concrete nature of HAS items (e.g., buttons clothes, 
combs hair, reads the daily paper, etc.). Perhaps such concrete information is de- 
termined rather quickly by the rater. If this is true, an extension of the observation 
time beyond a certain minimum (one-half day?) would not increase the reliability 
of the ratings appreciably. If the information required by the HAS items were more 
subtle (i.e., focused on “intrapsychic conflicts’), increasing the observation period 
might enhance reliability. 


SUMMARY 

The purpose of this investigation was to determine the effects of length of ob- 
servation and level of patient adjustment on the reliability of HAS total scores, 
Forty-four student nurses rated 88 chronic psychotic patients in a systematically 
counterbalanced test-retest procedure which attempted to equate the effects of pre- 
vious rating experience on each observation period. A two-way classification analysis 
of variance employing 1, 3, 5, and 8 half-days of observation and three levels of 
patient adjustment was used to test the experimental hypotheses. 
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The most important conclusion of this study is that, if an appropriate rater 
training procedure is followed, a one-day observation period yields results as reliable 
as longer periods of observation. In contrast to earlier results with the MSRPP, the 
reliability of the HAS was found to be dependent on the adjustment level of a patient, 
perhaps as a consequence of the insensitivity of the HAS to the extremes of patient 
adjustment. However, length of observation and adjustment do not interact in in- 
fluencing reliability. These findings suggest that investigators who are interested in 
evaluating changes of adjustment through repeated ratings of psychiatric patients 
may wish to use this time-saving procedure.” 
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OBJECTIVE SCORING VS. CLINICAL EVALUATION OF THE 
BENDER-GESTALT! 
EUGENE B. NADLER, STEVEN L. FINK, FRANKLIN C. SHONTZ AND ROBERT W. BRINK 
Highland View Hospital, Cleveland 22, Ohio 


PROBLEM 


Bender-Gestalt protocols have been evaluated for many different pui poses by 
both quantitative and qualitative methods. Evidence on the superiority of one 
method over the other has been mixed “:% '! 2), and failure to support hypotheses 
has been recorded for both types of evaluation. 

The focus of the present study was upon objective scoring versus ‘‘clinical judg- 
ment”. Although validity is part of the problem, this study was also concerned with 
the conditions which might affect reliability of judgments. Specifically, the variables 
considered were: judges’ degree of familiarity with the Pascall-Suttell “ scoring sys- 
tem, the amount of formal training of judges in psychology, criteria used by judges 
in evaluation, and the subjectivity or objectivity of the scoring techniques. 


METHOD 

Subjects. The subjects were 53 patients hospitalized with chronic physical] dis- 
abilities. Medical records disclosed 27 with diagnosed organic brain damage, largely 
the result of a disease process rather than mechanical trauma. The non-brain- 
damaged group included individuals with disabilities such as paraplegia, diabetes, 
and rheumatoid arthritis. The median age of the total group was 59 and ranged from 
24 to 85. All were employed in the hospital’s sheltered workshop, and had been ad- 
ministered the Bender upon admission. The protocols varied from those which 
demonstrated almost perfect reproduction of the designs to those which were almost 
unrecognizable as purposeful efforts. 


From the Department of Physical Medicine and Rehabilitation, Highland View Hospital, 
Cleveland, Ohio; Sheltered Workshop Research Program; Chief Investigator, Mieczyslaw Peszc- 
zynski, M. D. Supported by the U. S. Office of Vocational Rehabilitation, Special Grant 21-58. Parts 
of this paper were read at the Midwestern Psychological Association meetings, May, 1958. 
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Procedure. Three pairs of judges were used: two psychologists familiar with the 
Pascal-Suttell system; two psychologists unfamiliar with the Pascal-Suttell system, 
and two occupational therapists untrained in professional psychology but with ex- 
perience with the type of subjects employed. All judges ranked the protocols using 
two different criteria: first, according to the relative amount of brain damage judged 
to be present, and second, according to the probable success of the patient in the 
hospital’s sheltered workshop. The two psychologists familiar with the Pascal- 
Suttell system also scored the protocols using the latter system. 


RESULTS 


Judges’ rankings tended to be quite similar, regardless of whether brain damage 
or job performance in the sheltered shop was being predicted, rho’s ranging from .81 
to .95, with a mean of .91. The two rankings for each judge were therefore combined 
to provide a single estimate of his evaluation of the 53 protocols. 

The rho between the two occupational therapists was .91, between the two 
psychologists inexperienced in the Pascal-Suttell system, .95, and between the two 
experienced psychologists, .94. Because these figures were also quite high, the set of 
rankings for each judge was combined with that of the other judge of the pair, result- 
ing in three composite rankings, one for each kind of judge. 

The intercorrelations among the three kinds of judges, taken two at a time, 
were .94, .93, and .93, revealing practically no difference related to degree of exper- 
ience between rater pairs, either as regards familiarity with the Pascal-Suttell system 
or formal training in psychology. Combining these rankings yielded a single sub- 
jective composite ranking by all judges under all conditions. 

The Pearson r between the Pascal-Suttell scorings of the two experienced 
psychologists was .96. Combining these two scorings provided a single set of ob- 
jectively scored protocols. The rank difference correlation between this objectively 
scored set of protocols and the composite set of subjectively ranked protocols was 
.94, indicating practically no difference in the relative positions of the protocols re- 
gardless of the type of evaluation used. 

The subjective composite correlated rho = —.56 with a rating scale of perform- 
ance in the sheltered shop; the objective composite correlated r = —.53 (rho = —.57) 
with the same criterion. Using diagnosed brain damage as another criterion, the 
Mann-Whitney U test showed that both methods of evaluation discriminated be- 
tween brain-damaged and non-brain-damaged subjects at better than the .01 level. 

To determine the effect of extreme cases, the middle 25 protocols (as judged by 
the objective scoring) were selected for re-analysis, this sample including 12 cases 
with and 13 cases without brain damage. The truncated sample was subjected to the 
same analysis as the total sample. Rho’s for each judge’s rankings under the two 
criteria ranged from .32 to .92, with a mean of .75. The lowest rho was obtained from 
a non-psychologist, and the others ranged from .57 to .92. The intra-pair coefficient 
for the two non-psychologists was .83, for the two inexperienced psychologists, .81, 
and for the two experienced psychologists, .77. The intercorrelations among the 
three kinds of judges were .88, .78, and .77. The Pearson r between the two sets of 
objectively scored protocols was .77. The rho between the composite set of sub- 
jectively ranked protocols and objectively scored protocols was .71. The subjectively 
ranked protocols correlated rho = —.48 with rated performance in the sheltered shop; 
the objectively scored protocols correlated r = —.35 (rho = —.44) with rated shop 
performance. Neither method of evaluation discriminated beyond chance between 
the diagnosed brain-damaged and non-brain-damaged groups. 


DIscussIon 


The present study demonstrates that when the problem is one of evaluating a 
group of Bender-Gestalt protocols and when a wide range of perceptual-motor abil- 
ities is represented in the sample, a simple ranking technique is as reliable and valid 
as the more elaborate and time consuming Pascal-Suttell scoring system. The effect- 
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iveness of the ranking procedure is not a function of the degree of specialized train- 
ing of judges in professional psychology, nor is it a function of whether the judges 
are attempting to predict behavior or to evaluate degrees of organic brain damage. 

It was also found that reliability of protocol evaluations was affected only 
slightly by removal of extreme cases. Similarly little affected were the validities of 
both types of evaluation for predicting job performance in a sheltered shop. How- 
ever, the validity of the Bender-Gestalt for predicting brain damage disappeared 
when extreme cases were excluded from the sample. This suggests that the Bender- 
Gestalt may retain its behavioral-predictive efficiency even when its discriminatory 
power with respect to brain damage is lost. Thus it may still serve as an effective 
predictor of behavior in appropriate situations even in the middle and diagnostically 
ambiguous ranges of perceptual-motor performance. 


SUMMARY 

None of the following variables was found to affect significantly the reliability 
of judges’ evaluations of Bender protocols obtained from 53 physically disabled 
patients: degree of familiarity with the Pascal-Suttell scoring system, amount of 
formal training of judges in psychology, criteria employed in evaluation, and sub- 
jectivity or objectivity of scoring technique. Estimates of validity for prediction of 
two criteria were similarly unaffected. When extreme cases were dropped and 
sample size was reduced to 25, neither objective nor subjective evaluation effectively 
discriminated between brain-damaged and non-brain-damaged cases, although pre- 
diction of rated success in a sheltered workshop was little influenced; reliability co- 
efficients also dropped only slightly. The implications for clinical evaluation and re- 
search method were briefly discussed. 
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THE INFLUENCE OF STRESS ON MMPI SCALE SCORES! 
ARTHUR E. ESCHENBACH AND LOUIS DUPREE” 


Occupational Health Research Laboratory Pennsylvania State University 
Air Force Missile Test Center University Park, Pa. 
Patrick AFB, Florida 


PROBLEM 

The purpose of the present study was to determine the test-retest reliability of 
the MMPI scales for a normal group over a period in which an actual stress or 
anxiety situation was introduced as an intervening variable. If MMPI scores of an 
individual are to be compared with scores of other individuals or to established 
norms it is desirable that the scores obtained should not be unduly influenced by 
immediate situational pressures or unusual circumstances immediately prior to test 
administration. Although extreme sensitivity to immediate environmental pressures 
may not necessarily detract from the validity of a test, and may even be desirable in 
special circumstances, one must expect that any test measuring basic personality 
variables will measure these variables to the same degree and provide the same 
scores in different situations. When the scores change significantly one would like to 
believe that the changes are due to basic personality changes that will continue to be 
noted in all situations subsequent to the change. It is often suspected that immediate 
unusual or disturbing situations such as situations providing conditions of fatigue, 
stress, danger, and anxiety will directly influence the test performance of an in- 
dividual or indirectly influence his performance through his attitude toward taking 
the test. 

The problem of investigating the effects of the above conditions has been a 
difficult one in that laboratory situations providing those conditions would be un- 
realistic and opportunities to test large groups immediately before and after such 


conditions are generally not available. The present study, however, was made poss- 
ible by the opportunity given the authors to obtain pre- and post-tests of two groups 
of U. 8. Air Force officers and airmen who were victims of extreme environmental 
changes when placed in an unfamiliar situation and environment. The two groups 
acted as subjects during field tests which were primarily designed to test Air Force 
life-raft survival equipment in a survival stress situation. 


PROCEDURE 

The subjects of this study were 22 normal male officers and airmen of the U. 8. 
Air Force, ranging in age from 20 to 40 years with the mean age of the sample being 
29 years. Two groups of men were selected. The first group consisted of 10 volun- 
teers; the second group consisted of 13 non-volunteers. One man from the second 
group was eliminated from the study because he was physically incapacitated during 
the survival test resulting in his removal from the life raft by an attending physician. 
Subsequent immediate post-testing of the eliminee was not possible. A participant- 
observer accompanied the subjects on each survival test and acted as a naive subject 
during the psychological testing protesting and claiming at the time of testing that 
his job was to evaluate survival equipment—not to psychoanalyze the crews. The 
participant-observer also took the psychological tests. 

The prevailing atmosphere associated with the MMPI pre-tests prior to both 
survival test situations was one of good humor. However, the atmosphere associated 


‘Appreciation is acknowledged to Capt. T. C. Dobbs, Capt. R. I. Edwards, Lt. G. F. Allen, and 
Mrs. G. F. Allen for their aid in data collection. The opinions and conclusions expressed herein are 
those of the authors and are not to be construed as necessarily reflecting the views or endorsement of 
the Air Force or of the Air Research and Development Command. 

*Formerly, Research Studies Institute, Arctic-Desert-Tropic Information Center, Air University, 
Maxwell AFB, Alabama. 
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with the MMPI post-tests was drastically changed because of the intervening sur- 
vival experience. The members of the group undergoing the first survival test were 
physically sick and fatigued from the life raft ordeal and feebly protested to having 
to retake the MMPI. The group undergoing the second surviva!] test at first strong- 
ly protested to the retest, then lapsed into grim silence and fought to stay awake to 
complete the MMPI. The situation was described by the participant-observer as one 
of stress, seriousness, and fatigue. 


Two field survival tests were made off the coast of Puerto Rico. The first test 
was conducted out of sight of land in November 1956 using 10 volunteers as subjects; 
the second test was made in March 1957 using 13 non-volunteers. A monitor crash 
boat with attending physician generally stood by at a distance of about 600 feet from 
the rafts. The MMPI was administered as a group test on the day prior to the sur- 
vival test. The test was readministered to the subjects as a group test immediately 
after completion of the survival experience. 


The following outlined account and excerpts taken from the log of the partici- 
pant-observer are given to provide a concept of the stress, anxiety, and physical 
punishment involved in the survival test experiences. 


Survival Test I: 
14 November. No one in crew ever launched raft under sea conditions, ... Four men im- 


mediately seasick and heaving violently over side of raft 
launching raft 


night of agony. 

15 November. . . . . no one has drunk any water since entering the raft. All shaking with 
chills by morning. . . . several in semi-comatose state 
night’s urine specimens, take pulses and temperatures. He too is very ill and vomited while 
examining the men. . . . Eight men tried to eat jelly bars again; none succeeded in holding them 
down .... No one has touched water yet. Eight men have smoked cigarettes; most became ill 
afterwards. . . . Nothing to do but exist; men sluggish to commands and suggestions. Still no 
water consumed by anyone. ... Each man tends to claim a part of raft as his own; little effort 
made to change from original position. No exercise possible. At 1615 Subject (X) began session of 
violent heaving... . collapsed in bottom of raft, pale, shaking, and could not help dress himself. 
At 1640 MD came aboard, vomited over the side, examined subject and ordered him to crash boat 
...~+ One 2-sta: red flare dated 1944 misfired. The firer suffered slight burns, but managed to toss 
the flare into the water before it exploded .... Raft went crazy in 10-foot plus waves and swells 
(wave height = 14 distance between trough and crest); whirling madly and shipping water... . 
only three men able to help with pumping, and little |! eadway made. No one else moved; they 
could have cared less if the raft sank underneath them . . . called crash boat . . . requested the 
raft be pulled in. Everyone much weaker than realized. 


The original plans for the survival test called for the test crew to be set adrift 
for five days. However, the extremely dangerous situation caused by high seas, 
leaking raft, and the physical condition of the men required the transference of the 
men off the raft to the crash boat after 30 hours. 

Conditions and experiences during the second survival test were similar to 
those recounted above. Engine trouble on the monitoring crash boat resulted in 
termination of the second survival test just 12 hours short of the planned 67 hours. 
Although the sea was not as rough on the second survival test the subjects were in 
their raft approximately twice as long as the subjects in the first test; were subject 
to more rain and cold; were alarmed by baracuda and sharks that came within one 
foot of the raft; all were also sick and exhausted, and one man was eliminated from 
MMPI post-testing because of illness. 


RESULTS 


The original MMPI scales plus three of the newer scales, Anxiety (A), Social 
Introversion (Sz), and Dominance (Do), were studied. The results are summarized 
in Tables 1 and 2. 
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It can be seen in Table 1 that there was no significant difference between the pre- 
and post-test raw score group means on ten of the sixteen MMPI scales included in 
this study. On five of the scales (Hs, Pd, Pt, A, and Sc) there was a statistically 
significant decrease in the post-test group mean raw score, and on one scale, the L 
scale, there was a statistically significant increase. However, the magnitude of all 
mean raw score changes, although some are statistically significant, is relatively small 
and of little meaning for all practical purposes. For example, on the Hs scale the 
significant change of the pre-test raw score mean of 3.8 to the post-test mean of 2.5 
would only indicate a change from 49 to 46 in the MMPI Manual T score. Reference 
to the MMPI Manual will show that the relatively minor change in T score shown 
above is true of all the scales reported in Table 1. Such changes in the T scores are 
of too small a degree to provide for discrimination when the MMPI scales are utilized 
as clinical or personality measures. It can also be seen, in Table 2, that on every 
scale the pre and post-test scores are highly correlated. All correlation coefficients 
are significant at the .01 level of confidence. A comparison of the test-retest re- 
liability coefficients based on normal subjects obtained by the authors and those re- 
ported in the MMPI Manual“: ® is also provided in Table 2. 


TaBie 2. Test-Rerest ReviaBitiry COEFFICIENTS FOR MMPI Scares. ALL 
C ORREL ATION COEFFICIENTS ARE SIGNIFICANT AT .01 LEVEL orn BETTER 








Hathaway 
and 


Scale Experimental McKinley Cottle 
(N= 22) (N = 40-47) (N = 100) 





Question (?) 
Lie (L) 
Validity (F) 
K (K) 


Hy pochondris asis (Hs) 
Depre ssion (D) 

Hysteria (Hy) 
Psychopathic Deviate (Pd) 
Masculinity-Femininity (Mf) 
Paranoia (Pa) 
Psychasthenia (Pt) 
Schizophrenia (Sc) 
Hypomania (Ma) 

Anxiety (A) 

Social Introversion (Si) 
Dominance (Do) 
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SUMMARY AND CONCLUSIONS 


Twenty-two normal males were administered the MMPI prior to and immed- 
iately after a realistic survival situation containing conditions of stress, fatigue and 
anxiety. High test-retest reliabilities, comparison of present study with previous 
studies not incorporating the intervening situation of stress, fatigue, and anxiety; 
and relatively minor differences between the pre and post-test means on all scales of 
the MMPI indicated that the intervening situational variable had but a negligible 
effect on MMPI test scores. The results strongly suggest that MMPI scores are not 
unduly influenced by unusual environmental circumstances or immediate situational 
pressures such as stress, fatigue, and anxiety immediately prior to test administration. 
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THE CONTENT OF THE MMPI 
JERRY S. WIGGINS AND JUDITH VOLLMAR 


Stanford University 


The 26 content categories that were involved in the original classification of the 
550 items that comprise the Minnesota Multiphasic Personality Inventory have re- 
ceived little attention in the literature. The authors tell us only that the categories 
were ‘arbitrary’ and that “. . . it was not necessarily assumed that an item was 
properly classified merely because it had been placed in a given category’ P. ©), 
It is our opinion that a knowledge of the manner in which the content categories 
(however arbitrary) enter into the various clinical and special scales leads to an in- 
creased understanding of the clinical significance of the inventory and, in no way, 
detracts from the empirical properties of the scales themselves. 

Table 1 presents the distribution of content categories within each scale in 
terms of the percentage of the total scale that is represented by items of a given con- 
tent. Thus, in the 50-item Pd scale, 20% (or 10 items) come from the “family and 
marital’ category, 16% from the “social attitude’’ category, 14% from “political 
attitudes’’, etc. Information concerning the contribution of a given content category 
to the various scales or the relative fruitfulness of the content categories in yielding 
items that distinguished special groups from normals may be gained by reading 
across columns. Thus, one can see, at a glance, the relative importance of the “‘social 
attitudes” category which comprises 43% of Si, 31% of Rp, 27% of F, 24% of Lb 
and St, etc. A list of items in each content category is easily obtained by turning to 
the back of the manual, “: »-2® and drawing a line under items A9, A28, A39, A45, 
A50, B5, B10, B21, B26, B45, C16, C34, C46, D7, D26, E17, F34, G11, G35, G50, 
H26, H55, 17, 140 and J40. This marks off the categories in the same order in which 
they are presented in Table 1. 
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TABLE 1. PROPORTIONAL DISTRIBUTION OF CONTENT CATEGORIES WITHIN 
MMPI Scautes — (PERCENTAGES) 








MMPI Sca.gs 


Content L F K Hs D Hy Pd Mf Pa Pt Se 
Category (15) (64) (30) (33) (60) (60) (50) (60) (40) (48) (78) 





General health 3 12 10 7 2 2 2 2 
(9) 
General neurologic : 8 10 2 6 
(19) 
Cranial nerves , 2 
(11) 
Motility & Coordination 
(6) 
Sensibility 
(5) 
Vasomotor, etc. 
(10) 
Cardiorespiratory 
(5) 
Gastrointestinal 
(11) 
Genitourinary 
(5) 
Habits 
(19) 
Family & Marital 
(26) 
Occupational 
(18) 
Educational 
(12) 
Sexual attitudes 
(16) 
Religious attitudes 
(19) 
Political attitudes 
(46) 
Social attitudes 
(72) 
Affect, depressive 
30 


Affect, manic 
(24) 
Obsessive-compulsive 
(15) 
Delusions, etc. 
(31) 
Phobias 
(29) 
Sadistic, ete. 
(7) 
Morale 
(33) 
Masculinity-femininity 
(55) 
Lie items 


(15) 
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MMPI Scatzs 
Ma Si A R Es Lb Ca Dy Do Re Pr St tp 
(46) (70) (39) (40) (68) (25) (36) (57) (28) (32) (32) (34) (32) 
4 4 8 2 3 
4 4 6 3 


3 
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A COMPARISON OF TWO MMPI MEASURES OF 
MASCULINITY-FEMININITY 


BERNARD 8, AARONSON 
Trenton (N. J.) State Hospital 


PROBLEM 


A crucial question in the investigation of personality differences between men 
and women is the number of dimensions needed to account for these differences. 
Early thinking in this area, as represented by such instruments as the Mf scale on the 
Minnesota Multiphasic Personality Inventory (MMPI), tended to postulate a single 
dimension of masculinity-femininity differences along which individuals might be 
ordered. Shepler“? showed that both the Mf scale and the Drawing CompletionTest 
devised by Franck and Rosen? differentiated men from women but had only a low 
and insignificant correlation with one another. This raised the question of whether a 
single masculinity-femininity dimension was sufficient to account for the personality 
differences between men and women. Reed), comparing performances on the Mf 
scale, the Drawing Completion Test, and the Draw-A-Person Test in normal and 
psychotic women, has suggested a basic differentiation between performance on 
perceptual-motor and verbal tests of masculinity-femininity. He equates the former 
with id and the latter with superego functioning. If two verbal measures of mas- 
culinity-femininity are found to differentiate males from females but to show only a 
low relationship with one another, the adequacy of Reed’s classification system may 
be questioned. 


METHOD 
To investigate this problem, a masculinity-femininity index was constructed 
and compared with the Mf scale with regard to ability to differentiate males from 


females and with regard to the intercorrelation between these two test variables. 
In a previous study“, it was noted that males in a clinical population tended to 
obtain MMPI profiles with peaks on Hs and Pt and females to obtain peaks on Hy 
and Pa. These scales were weighted according to the relative proportions of males 
and females obtaining peaks on each of the scales and combined into the formula, 
MfI = 50 + Hs + Pt - 1.5 Hy-0.5 Pa. The values substituted in the formula 
are the obtained K-corrected T scores. Fifty is a constant introduced to avoid 
negative numbers and to make the point of balance of the index roughly equivalent 
in interpretation to T scores of 50 in the remainder of the test. The index is com- 
puted to the first decimal place. Scores above 50 suggest masculinity, scores below, 
femininity. 

An exhaustive sampling of the psychology department files yielded 54 males and 
62 females who had obtained MMPI profiles in which all validity scales fell below a 
T score of 70. The males consisted of 42 epileptics, 32 alcoholics of whom 30 were 
tested immediately after coming off a binge, 9 staff members of whom 8 were at- 
tendants, and 1 behavior problem. The females consisted of 32 epileptics, 29 staff 
members of whom 26 were attendants, and 1 behavior problem. The male sample 
ranged in age from 15 to 61 with a mean of 37.6 and a median of 42. The female 
sample ranged from 15 to 72, with a mean age of 35.4, and a median of 32. 

The raw Mf scale and the Mf index means were compared with one another in 
the total male and female samples and in the male and female epileptic subsamples. 
In the epileptic subsample, a ¢ test was used. The epileptic subsample was uti'ized 
as it was the only subgroup with sufficient representation of both males and females. 
The extent to which each measure differentiated males from females was tested in 
these same groups by combining the male and female samples, dichotomizing them 
at the median, removing those cases which fell at the median, and comparing the 
resultant distributions by chi square. As the measures might be related to age, the 
Mf scale, in raw scores, and the index were each correlated with age in the total 





A COMPARISON OF TWO MMPI MEASURES OF MASCULINITY-FEMININITY 49 


sample, the male and female samples, and the male epileptic and alcoholic and in 
the female epileptic and staff subsamples. The Mf scale was then correlated with 
the index in these same groups. Partial correlation coefficients were calculated to 
eliminate the effect of age on these variables. 


REsvUuLts 


The Ns, means, and standard deviations of the male and female groups and of 
their component subsamples on the Mf scale, expressed in raw and T scores, and on 
the index are shown in Table 1. Taken in T scores, only the female staff obtained a 
mean on the Mf scale that is not deviant relative to their own sex group. With regard 
to the raw scores on Mf, all of the female groups obtained higher scores than the 
males. On the index, all of the male groups obtained higher scores than the females. 


TABLE 1. Ns, MEANS AND STANDARD DEVIATIONS FOR Eacu Group ON THE Mf ScaLE AND INDEX 








Group | N | Mfs 
T scores Raw scores 
| Mean SD Mean SD 





Males 
Total group 57.£ 9.3 23. § 55.é 
Epileptic 56.! Y 23.! 54. 
Alcoholic 32 | 55.8 9. 23. 6 57. 
Staff ¢ 56 .¢ 12.6 29. 3.2 | 53 .6 
Behavior problem - 20 69 
Females 
Total group 2 55 .6 2.4 34. 3 44. 
Epileptic 2 2 ‘ 29. 5. 46. 
Staff ¢ ; 37. 42. 
Behavior problem i 36 - 52 
| 








Comparison of the raw Mf means obtained for the total male and total female 
samples yielded a critical ratio of 9.04, significant beyond the .001 level. The ¢ 
ratio obtained for the difference between means in the male and female epileptic 
groups was 5.57, significant beyond the .001 level. Comparison of the index means 
in the total male and female samples yielded a critical ratio of 5.58, significant at 
beyond the .001 level. In the male and female epileptic subsamples, a ¢ ratio of 2.81 
was obtained, significant beyond the .01 level. These data suggest that males and 
females obtain significantly different scores on both measures. 

The extent to which each measure correctly segregates males from females is 
shown in Table 2. A chi square comparison of the proportion of males and females 
obtaining raw Mf scale scores above and below the median yielded a value of 50.55 
for the total sample, significant beyond the .001 level, and 7.93 in the epileptic 


TaBLE 2. Meptan Mf Scate Raw Scores ((MfS) anp INpEx Scorgs (MfI) 
AND NUMBER OF MALES AND FEMALES FALLING ABOVE AND BELOW THE 
MEDIAN IN THE TOTAL AND EPILeptic SAMPLES 





| 
| 


Subsample Subsample 


| 
| 
| 
} 


Median | N Above Median | N Below Median 
Males Females | Males Females 





Total Sample 
Mfs 27. 51 61 11 
Mil 49 .£ 5 26 45 


Epileptics 
Mfs 25. f ‘ 27 10 
MfI 49. ‘ 13 22 
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subsample, significant beyond the .01 level. A similar chi square comparison with 
regard to the index yielded values of 27.87 for the total sample and 10.65 for the 
epileptic subsample. Both of these values are significant beyond the .001 level. The 
data suggest that both measures differentiate males from females. 

To test the effect of age on these variables, the raw Mf scale scores and the index 
were each correlated with age. In the total sample, the correlation was —.20, sig- 
nificant at the .05 level. In the female group, the correlation was —.35, significant at 
the .01 level. In the female epileptic and staff subsamples, the correlations were —.33 
and —.20 respectively, which are not significant. In the male group, the correlation 
was —.05. The correlations in the male epileptic and alcoholic subsamples were 
~.18 and —.04 respectively. None of these last is significant. 

The correlation of the index with age in the total sample was —.07. In the female 
group the correlation was .04. In the female epileptic and staff subsamples, the cor- 
relations were .08 and —.18 respectively. Among the males, the correlations were 
~,.06 for the total sample, —.11 for the epileptics and —.21 for the alcoholics. A slight 
relationship between the Mf scale and age is noted which seems to be most evident 
among females. No relation seems indicated between the index and age. 

The correlation between the raw Mf scale scores and the index was -.43, sig- 
nificant beyond the .001 level. In the female group, the correlation was —.39, signi- 
ficant at the .001 level. Among the female epileptics, it was —.35, significant at the 
.05 level, and among the female staff it was -.18, which is not significant. Among 
males, the correlation was —.14 in the total sample, —.10 among the epileptics, and 
~.32 among the alcoholics. None of these last is significant. Partialling out the 
effect of age did not alter the magnitude of any of these correlations by more than 
one point. It appears that even when the variance is maximized by throwing males 
and females into the same matrix, the correlation between these variables seems to 
be low. While these measures both show high ability to differentiate the sexes, they 
do not seem to be closely related to one another. 


SUMMARY 

Comparison of the scores of 84 males and 62 females on the Mf scale of the 
MMPI and on an index of masculinity-femininity based on the relationships among 
the scales, Hs, Hy, Pa, and Pt, showed that both significantly differentiated males 
from females while having only a low relation to one another. This suggested that 
male and female personality differences comprise more than a single dimension. 
Since both of these measures are verbal, recent theorizing based on a similar finding 
with regard to perceptual-motor tests and the Mf scale, in which it was postulated 
that the former tapped id and the latter superego function, seems probably pre- 
mature. The dimensions along which men and women differ must first be identified 
before adequate theoretical rationales can be constructed. One dimension suggested 
by the present study is an inward direction of concern implied by the scales Hs and 
Pt as opposed to the outward direction implied by Hy and Pa. 

In terms of the MMPI itself, the Mf index described here provides a method for 
assessing masculinity-femininity by means of comparing several scales within the 
profile. It provides an additional measure which can be used with the Mf scale. 
Since it is based on the relationships among four scales, it may be more difficult to 
fake than the Mf scale alone. 
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TIME SCORE AS A CRITERION MEASURE ON THE TAYLOR 
MANIFEST ANXIETY SCALE 


DONALD H, KAUSLER, E. PHILIP TRAPP AND CHARLES L. BREWER 
University of Arkansas 


PROBLEM 


The need for additional validity information on the Taylor Manifest Anxiety 
Scale (MAS) “® is clearly indicated by recent criticisms of the scale® *.%, Validity 
studies on the MAS fall into two general categories. The first concerns the validity 
of the MAS as a measure of manifest anxiety as defined and observed by the clin- 
ician. Validity studies of this nature consist of correlating MAS scores with either 
clinical evaluations of anxiety‘? ") or scores on inventories of general neuroticism 
(1, 2, 8, 6, 12). The second category concerns the validity of the MAS as a measure of 
drive level. Validity studies of this nature consist of comparing high scoring MAS 
Ss with low scoring Ss on various performance tasks “#4 1%, The use of the 
MAS as a drive measure assumes that scores on the scale reflect variations in level 
of internal anxiety. 

The present study involves the validity of the MAS as a measure of clinically 
defined manifest anxiety. It extends the criterion measure to observable behavior 
rather than relying on clinical ratings or performance on some personality question- 
naire. If the MAS measures manifest anxiety, then a possible way of investigating 
the validity of the scale is to relate scale scores to an observable performance var- 
iable in the test situation that can be regarded as indicative of anxious behavior. 

Since a common characteristic of anxious individuals is difficulty in decision 
making, it should follow that tasks involving alternatives for responses would be 
relatively stressful to the anxious person. One possible indicator of this stress might 
be in decision time, that is, time taken to decide between the two alternatives. The 
MAS, consisting of a series of items calling for either a ‘““True’’ or a “‘False’’ response, 
may be thought of as a task involving a definite element of decision making. Hence, 
if the MAS does discriminate between anxious and nonanxious individuals, a relation- 
ship should be found between S’s score on the scale and his decision time on the scale 
items. The decision time of anxious Ss, however, might be characterized in one of two 
ways—either a relatively long decision time caused by S’s conflict in reaching a de- 
cision, or a relatively short decision time caused by S’s defensive behavior of rushing 
superficially through the items to avoid the conflicts a more careful appraisal of the 
items might engender. In other words, the variability of the decision times of 
anxious Ss should be significantly greater than the variability of the decision times of 
nonanxious Ss. 

In a preliminary study“, Kausler and Trapp made a comparison between 
scores on the MAS and total time to complete the questionnaire. Although the time 
measure was crude (ranking Ss in order in terms of total time to complete the scale in 
a group situation), the results reflected a trend for high anxious scorers to show more 
variability in their total test time than low anxious scorers. While the findings gave 
some evidence for the validity of the MAS, a more refined time measure was indicated 
for the use of this approach in validating the scale. The present study, employing a 
more rigorous experimental procedure, is an extension of this preliminary study. 


METHOD 


The Taylor Manifest Anxiety Scale was administered individually to 98 students 
(58 males and 40 females) enrolled in introductory psychology sections at the Uni- 
versity of Arkansas. A 90 item form of the scale was used, 50 anxiety keyed items 
and 40 buffer items. Each of the 90 items was typed on a separate 3x5 inch white 
index card, numbered on the upper right-hand corner to facilitate a standard order 
of presentation. 
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An apparatus was employed consisting of two keys, each wired to a separate 
automatic electric timer (Standard, Type S-1) with accurate readings to 1/100 of a 
second. One key was pressed to indicate a ‘“True’’ response to a scale item and the 
other key was pressed to indicate a ‘“‘False’”’ response. The keys were alternated, that 
is, the ‘“True’’ key for half of the Ss was the “‘False’”’ key for the other half. The 
electric timers were housed in such a way that FE alone could see them. Only the 
keys were visible to S. Two small boxes labeled ‘““True”’ and ‘‘False’’ were placed at 
the side of their respective keys to lessen the possibility of confusion. 

The specific instructions read to S were as follows: 

The statements on these cards (pointing to the stack of 90 cards — blank side up — in front 
of S) represent experiences, ways of doing things, or beliefs or preferences that are true of some 
people but are not true of others. 

You are to read each statement and decide whether or not it is true with respect to yourself. 
If it is true or mostly true, press the ‘“True’’ key and then drop the card in the ‘‘True’’ box (£ points 
to the referred objects). If the statement is not usually true or is not true at all, press the ‘‘False’’ 
key and then drop the card in the “False’”’ box (again EF points to the referred objects). 

It is important that you press the key as soon as you have reached a decision about the state- 
ment. The keys operate a mechanical counter which records the number of true and false res- 
ponses. 

Answer each statement as carefully and honestly as you can. There are no correct or wrong 
answers: we are interested in the way you work and in the things you believe. 

You are allowed as much time as you wish in answering each statement but do not linger too 
long on any one statement. 

Are there any questions? 


Three sets of measurements were recorded for each S. One timer recorded the 
accumulated time S was in contact with the “True” key, and the other timer re- 
corded the accumulated time on the ‘‘False” key. In addition, the time taken by S 
to complete each item was recorded. This was measured by a concealed stopwatch, 
starting when S turned over a card and stopping when S placed the card in one of 
the boxes. 


RESULTS AND DIscUssION 
Four separate time scores were computed for each S: (a) mean time per item 
(for all 90 items); (b) mean time per anxiety keyed item; (c) mean time per buffer 
item; and (d) total time on the two keys. The mean and standard deviation of each 
of these four time scores for the total sample of 98 S are given in Table 1. 


TaBLe 1. Summary Trwe Score Data (IN sEc.) For Ss Groupep AccorDING To SCORE 
ON THE TayLor MAS 











Total Time | Mean Time per | Mean Time per | Mean Time per 
Group on Key Item | Anxious Item Buffer Item 
| M o M a M M o 








Total Sample (N = 98) | 20.67 12.08] 6.11 1.82 5.84 ; | 6.46 1.98 
HA (N = 20) 
LA (N = 21) 








22.11 8.91] 6.01 2.66 | 5.94 2.91 | 6.09 2.86 


| 
| 


5.90 6.86] 6.46 1.26 | 6.17 1. | 6.83 1.40 





The Ss were divided into a high anxious group (Group HA) and a low anxious 
group (Group LA). The Ss with a raw score of 22 or above on the MAS were assigned 
to Group HA (N = 20, top 20% of the distribution) ; the Ss with a raw score of 10 or 
below were assigned to Group LA (N = 21, bottom 20% of the distribution). A 
separate analysis of the four time scores was made for these two extreme groups. 
The means and standard deviations also appear in Table 1.! 


‘A slight sex difference was found in the composition of the two extreme groups, with a female 
majority in Group HA and a male majority in Group LA. A statistical analysis, however, revealed no 
significant sex difference on any of the four time scores, either in means or in variabilities. 
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The focus of the study was on the comparison between Groups HA and LA with 
respect to time scores on the individual items in the MAS. An inspection of Table 1 
reveals no real difference in mean time per item between the two groups, either com- 
bining anxiety and buffer items or considering anxiety and buffer items separately. 
A comparison of variabilities between Groups HA and LA, however, indicates that 
Group HA displays significantly greater variability than Group LA on all three of 
the item scores. For mean time per item on all 90 items, F is 4.45 (p < .01); for mean 
time per anxiety keyed item, F is 4.51 (p < .01); and for mean time per buffer item, 
F is 4.17 (p < .01). These results thus support the related hypothesis that the var- 
iability of decision times of anxious Ss should be greater than the variability of de- 
cision times of nonanxious Ss. 

A difference in reading speed between anxious and nonanxious Ss, as evaluated 
by the MAS, may partially be involved in causing the observed difference between 
the two groups in time performance. Voas“*® has reported a low but significant 
negative correlation between MAS score and reading speed on a standard reading 
test. From Table 1, however, it is seen that low anxious Ss average slightly higher 
in mean time scores per item than do high anxious Ss. Reading speed apparently is 
not an important variable in determining the observed differences in item decision 
making on the MAS. 

An additional comparison between Groups HA and LA involved the total time 
in actual contact with the two keys. The two groups do not differ significantly in 
variability (F = 1.69) but do differ significantly in mean time on the key (¢ = 2.04, 
p < .05). The authors interpret this finding as additional evidence for clinical valida- 
tion of the scale. A clinically anxious S would be expected to find the actual act of de- 
claring his decision a more disturbing event than a relatively nonanxious S. His 
difficulty may then be reflected in a less precise and, consequently, more prolonged 
consummatory response. Longer delay in releasing the decision key would be one 
indication of this. 


The above results are offered as evidence for the clinical validity of the MAS as 
administered individually, with an examiner observing the behavior of S. The MAS, 
however, is typically administered in a group situation. It is possible that the ab- 
solute value of S’s MAS score might change from an individual to a group surround- 
ing. It seems unlikely though that the relative ranking of Ss would be greatly 
affected. 


SUMMARY 


The present study concerned the clinical validity of the Taylor Manifest Anx- 
iety Scale. The criterion measure was extended to observable behavior in an in- 
dividual administration of the scale that was considered indicative of anxious 
behavior. The behavior consisted of decision time in answering the scale items and 
time spent on the performance keys used to indicate S’s answers. High scoring Ss 
on the MAS were found to be significantly more variable in their decision time on 
both anxiety keyed items and buffer items than were low scoring Ss. The mean total 
time spent on the answer keys was also significantly greater for high scoring Ss than 
for low scoring Ss on the MAS. These results were interpreted as supporting the 
Taylor MAS as a measure of clinically defined anxiety. 


REFERENCES 
1. Bracxpruy, G. and Lirriz, K. B. MMPI correlates of the Taylor Scale of Manifest Anxiety. 
J. consult. Psychol., 1954, 18, 433-436. 
2. Davips, A. Relations among several objective measures of anxiety under different conditions of 
motivation. J. consult. Psychol., 1955, 19, 275-279. 

3. Enrrxsen, C. W. and Davips, A. The meaning and clinical validity of the Taylor Anxiety Scale 
and the hysteria-psychasthenia scales from the MMPI. J. abnorm. soc. Psychol., 1955, 50, 135-137. 
4. Farper, I. E. and Spence, K. W. Complex learning and conditioning as a function of anxiety. 

J. exp. Psychol., 1953, 45, 120-125. 
5. Hix, W. F. Comments on Taylor’s “Drive theory and manifest anxiety.’ Psychol. Bull., 1957, 
54, 490-493. 





54 DONALD H. KAUSLER, E. PHILIP TRAPP, AND CHARLES L. BREWER 


6. Hoxurzman, W. H., Catvry, A. D. and Brrrerman, M. E. New evidence for the validity of Tay- 
lor’s manifest anxiety scale. J. abnorm. soc. Psychol., 1952, 47, 853-854. 

7. Hoyt, D. P. and Macoon, T. M. A validation study of the Taylor Manifest Anxiety Scale. 

J. clin. Psychol., 1954, 10, 357-361. 
8. Jensen, A. R. Personality. Annual Rev. Psychol., 1958, 9, 295-322. 

9. Jessor, R. and Hammonp, K. R. Construct validity and the Taylor Anxiety Seale. Psychol. 
Bull., 54, 161-170. 

10. Kausier, D. H. and Trapp, E. P. The relationship between a time score and anxiety score on 
the Taylor Anxiety Seale. Proc. Arkansas Acad. Sci., 1958, 11, 65-68. 

11. Kenpauu, E. The validity of Taylor’s Manifest Anxiety Scale. J. consult. Psychol., 1954, 18, 
429-432. 

Kerrick, JEAN 8. Some correlates of the Taylor Manifest Anxiety Scale. J. abnorm. soc. Psychol., 
1955, 50, 75-77. 

Spence, Kk. W. and Farser, I. E. Conditioning and extinction as a function of anxiety. J. 
exp. Psychol., 1953, 45, 116-119. 

14. Spence, kK. W., Farser, I. E. and McFann, H.H. The relation of anxiety (drive) level to per- 
formance in competitional and noncompetitional paired associates learning. J. exp. Psychol., 1956, 
52, 296-305. 

15. Tayior, Janet A. A personality scale of manifest anxiety. J. abnorm. soc. Psychol., 1953, 48, 
285-290. 

16. Voas, R. B. Personality correlates of reading speed and the time required to complete question- 
naires. Psychol. Rep., 1957, 3, 177-182. 


RELATIONSHIP BETWEEN MEASURES OF ANXIETY 
AND CONSTRICTION 


JULIAN WOHL AND MARVIN HYMAN 
Veterans Administration Mental Hygiene Clinic, Detroit, Michigan 


PROBLEM AND PROCEDURE 
This study investigated the relation between anxiety and constriction as 
measured by five personality scales, including two purported measures of anxiety, 
two measures of constriction, and, because inventories were used, a measure of 
defensiveness in test-taking behaviors. 


Measures. The measures of anxiety used in this study were the Taylor Scale of 
Manifest Anxiety (MA) “? and the IPAT Anxiety Scale (IPAT).“) The two measures 
of constriction were Canter’s Emotional Constriction Scale (EC) ®) and Wohl’s Con- 
striction Scale (Cr). The K Scale of the MMPI“ was used as a measure of test 
taking defensiveness since all of the scales used are relatively susceptible to conscious 
and unconscious tendencies toward distortion. With the K Scale the effect of this 
defensiveness could be evaluated, if not controlled. 


Subjects. Sixty-four students in a summer session class on the ‘Socialization of the 
Child’”’ comprised the subjects for this study. The large majority of the class was 
employed in elementary school teaching and was in the process of earning additional 
academic credit via extension courses. There were 40 females and 24 males in the 
group. The median age was 30.0 years, with a range of 19 to 64 years. 


METHOD 


The scales were administered during three consecutive class meetings. The 
subjects were asked to identify their answer sheets, but were assured that this was 
only for the purpose of facilitating the collation of the material. No information was 
given as to the purpose of the procedure other than that it was part of a study of 
personality. The subjects were promised that, at the completion of the administra- 
tion of the measures, they would be informed as to the details of the study. 


; 
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RESULTS AND DIscuUSsSION 


__ Table 1 shows the importance of the K factor as three of the four scales correlate 
highly with it. Once again, the clinical caution against accepting inventory scores, 


TaBLE 1. INTERCORRELATIONS AMONG MEASURES OF EXPRESSED ANXIETY, 
CONSTRICTIVE CONTROL, AND K (N = 64). 








Constrictive Expressed 
Measures Control Anxiety 
tC Cr | 


Constrictive Control 


Cr .45* (.55*) | 
Expressed Anxiety | 
MA 06 (.05) | .53* (.18) | 
IPAT 00 (—.09) .45* (.13) .52* (.28) 
Test taking attitude 
K | —.04 | —.66* | .65° 





*Significant at .01 level. 
The figures in parentheses indicate partial correlations with K held constant. 


or, for that matter, any self report protocols, at face value is shown to be well ad- 
vised. By comparing the partial correlations in Table 1, it is seen that were the K 
factor not held constant, the relationships among most of the measures would be of a 
significantly different order. 

It can be seen from Table 1 that the two measures of constriction have a com- 
mon referent, while the insignificant correlation between the measures of anxiety 
leads to the inference that two different aspects of this concept are being measured. 


SUMMARY 

Five personality scales, two each of anxiety and constriction, and one of test 
taking defensiveness, were intercorrelated. It was found that three of the first four 
measures were highly correlated with the defensiveness scale. The constriction scales 
were positively correlated, while the anxiety measures did not relate significantly 
when the defensiveness scale was held constant. Similarly, when the defensiveness 
scale was held constant, the anxiety measures did not correlate significantly with the 
constriction measures. 
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AN MMPI SCALE MEASURING SEVERITY OF PSYCHOPATHOLOGY! 
ARTHUR 8. TAMKIN 
Columbus (Ohio) Receiving Hospital for Children 


PROBLEM 

This paper presents an MMPI scale measuring the severity of psychopathology 
together with some preliminary validity data. This new Pathology scale (P) consists 
of the combination of the MMPI F scale and the non-overlapping items of the 
Critical Item (CI) scale. 

Although the F scale was initially conceived as a measure of the validity of the 
clinical scales with elevated scores being thought to result from carelessness in 
responding, failure of comprehension, or scoring errors®?, with increased clinical 
experience it soon became apparent that it was a measure of personality in its own 
right. The items making up the CI scale were selected by Leon I. Hellman on a pure- 
ly subjective basis both for the purpose of quickly spotting deviant performance and 
also as items worth following up in subsequent interview with the respondent.” These 
items are reported in“), but the following is a list of the group form numbers of the 
CI items which do not also appear on the F scale, presented for the readers’ conven- 
ience: 37, 44, 69, 74, 114, 133, 179, 182, 251, 302, 323, 334, 337, 339, 345, 349, 350, 
354. For scoring in the deviant direction they are keyed True, except for numbers 
37, 133, and 302, which are keyed False. 

In order to evaluate the hypothesis that the Pathology scale measures severity 
of mental illness, an attempt was made to test its discriminatory power for two 
points along the severity continuum, represented by the psychiatric diagnosis of 
psychosis on the one hand and neurosis and personality disorder on the other. 


METHOD 
MMPI answer sheets of 50 psychotics (primarily schizophrenics) and 25 neu- 
rotics and personality disorders were drawn from the files of newly admitted or re- 
admitted psychiatric patients at a V. A. neuro-psychiatric hospital. All patients 
had previously been diagnosed by the psychiatric staff. The selection of answer 
sheets was random, and each sheet was scored for the Pathology scale. 


RESULTS 

For the psychotic group the mean Pathology score was 12.00 with a 8.D. of 
9.92; for the group of neurotics and personality disorders the mean was 7.88 with a 
S.D. of 4.15. The test for the significance of the mean difference yielded a ¢ of 2.50, 
but since an F test of the sample variances permitted the rejection of the null hy- 
pothesis, an adjusted ¢ necessary for significance with inhomogeneous variances was 
computed. With this adjustment the obtained ¢ was found to be significant at the 
.025 level for a one-tailed test. 

CoNCLUSIONS 

The hypothesis that the Pathology scale measures severity of psychopathology 
receives confirmation in the findings of this study. Examination of the two score 
distributions, however, shows considerable overlap. While this circumstance rend- 
ers the scale unsuitable for diagnostic classification of the individual case, it does not 
weaken the significance of the validity findings. One must recognize that the choice 
of psychiatric diagnosis alone as the criterion of the severity of pathology means 
that the criterion, while expedient, may be substantially imperfect. The important 
point for the question of validity is that, in spite of the imperfection in the criterion 
chosen, significant separation of the two diagnostic groups was achieved. 
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THE EFFECT OF FORMAL ART TRAINING UPON THE 
QUANTITATIVE SCORES OF THE H-T-P* 
VYTAUTAS J. BIELIAUSKAS AND ROBIN B, BRISTOW 


Xavier University Richmond, Va., Public Schools 


INTRODUCTION 

Projective drawings present two types of data, psychological and artistic, 
which may or may not be consistent. Some artists(“ * »- **) believe that the quality 
of art productions depends not only on innate talent but also on its development 
through formal art training which improves the quality. In contrast, many psycho- 
logical interpretations ‘7 4 8. ', 4.12) do not assume that the psychological quality 
of a drawing is influenced significantly by art training. A review of the literature 
indicates that only Goodenough ©: »- ©) and Kinget “: »- ?®) require that art training 
be considered in evaluating drawings. The specific aim of this study was to deter- 
mine if a relationship exists between formal art training and the H-T-P IQ’s. It was 
hypothesized that formal art training does not affect the H-T-P I1Q’s so that the 
individuals with art training should not perform better nor gain higher scores on the 
H-T-P than those who had no formal art training. This investigation was limited 
to the quantitative aspects only and the hypothesis purposely did not include the 
qualitative factors. 


SUBJECTS 

The experimental (art) group consisted of 30 college junior and senior art 
majors: 23 commercial art students and 7 fine arts students. All subjects of this group 
had two or more years of formal art training and were pursuing studies leading to- 
ward a professional bachelor’s degree in either commercial or fine arts. The control 
group (non-art group) consisted of 30 students enrolled in undergraduate psy- 
chology (17 in number) and physical education (13 in number) courses. The original 
number of the control group consisting of 89, was reduced to 30 in the process of 
matching of the groups. Both groups were matched on mean raw scores of the 
American Council on Education Psychological Examination (ACE), 1950 edition 
and on sex. An attempt was made to match for age, but there was a statistically 
significant difference on this item between the groups. The art group had a higher 
mean age and because the number of subjects with art-training was exhausted, no 
closer matching on age could be achieved. The results of matching of both groups 
are shown in table 1. 


Taste 1. Marcuinec or Art AND Non-Art Groups on Sex, ACE Raw 
Scores AND AGE WHEN TESTED 





Matching Variables Art Group Non-Art Group Both Groups 








Sex 
Males ‘ 2% 44 
Females 16 
ACE Raw Scores 
Range 54-121 
Mean $0.1 
Standard deviation : 19.43 
Mean difference 
Standard deviation diff. 
Age 
Range 
Mean 
Standard deviation 
Mean difference 1.5 
Standard deviation diff. 0.06 





*The authors wish to acknowledge the faculty and students of the Richmond Professional In- 
stitute, College of William and Mary, who cooperated on this study. 
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PROCEDURE 


Both the experimental and the control group were administered first the ACE 
and then the H-T-P. These groups were tested separately, but the same standard 
procedures governing group administration were used as described in ACE and 
H-T-P manuals. A short Post Drawing Interrogation (PDI) consisting of 5 questions 
was added to the H-T-P in order to obtain information essential for scoring the test. 
The ACE was scored first, because the scores obtained on it were used as one of the 
control factors for matching. After the groups were matched, the H-T-P drawings 
were scored in accordance with Buck’s®? scoring procedures. Then the quantitative 
scores obtained on H-T-P drawings by both groups were compared first by calculat- 
ing the means, standard deviations, and standard error of the means with respect to 
the four H-T-P IQ’s. The significance of the differences between the mean I[Q’s of 
the art and non-art groups was examined by the ¢ test. The F test was applied in 
order to measure the significance of the difference in variance. The statistical pro- 
cedures described by Edwards? were followed in computing the data. 


REsvULTs 
An inspection of the M’s, o and o, of art and non-art groups are presented in 
Table 2. The mean 1Q’s of the art group are consistently higher on all four IQ cate- 


TaBLe 2. Means (M), StanparD DEVIATIONS (c), AND STANDARD ERROR OF 
THE MEANS (om) or THE H-T-P IQ’s ror Art AND Non-Art Groups 








Art Group Non-Art Group 
(N = 30) (N = 30) 


1Q o M o 
Category 








Raw G 24.42 12.74 : 111.37 13.33 
Net Weighted 21. 10.31 : 110.60 9.74 
Good Score 22. 9.30 ; 111.97 10.65 
Flaw Score a 18.55 ‘ 104.90 14.03 





gories. This trend is shown by a 13.06 higher mean for the % Raw G IQ, 10.87 for 
the Net Weighted Score 1Q, 10.83 for the Good Score IQ and 12.30 for the Flaw 
Score IQ. The t and F values and the corresponding levels of probability are pre- 
sented in Table 3. All the ¢ values indicate a statistically significant difference 


TaBLe 3. t anp F Vauuss ror H-T-P IQ’s or Art anp Non-Art Groups 
IQ t Value F Value 
Category 








Raw G 6.341** 14.414* 
Net Weighted 4.160** 16 .814* 
Good Score 7 .826** 16 .919* 
Flaw Score 2.914* 8 .206* 





N =60 Degrees of freedom 58 


**significant at .001 level 
*significant at .01 level 


between the means of the IQ’s of both groups, levels of significance ranging from .01 
to .001. The F values are also statistically significant at the .01 level. The greatest 
variance for both groups appears on the Flaw Score IQ and the smallest on the Net 
Weighted Score. Such differences in variance could be accounted for by previous 
findings of Bieliauskas“ regarding the low reliability of the Flaw Score IQ’s. 
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DIscussION 

The statistical results present strong evidence against the null hypothesis and 
therefore justify its rejection. Accordingly the assumption that there is no difference 
between the quantitative H-T-P scores of the subjects of this study with art training 
and those without art training could not be supported empirically. The subjects 
of the experimental group who had art training scored consistently higher on the 
H-T-P and thus obtained significantly higher 1Q scores as compared to the subjects 
of the experimental group, although both groups were matched on the ACE. This 
finding seems to justify the conclusion that the art training was a factor responsible 
for raising the H-T-P scores, and suggest caution in using the quantitative evalua- 
tion of the H-T-P drawings produced by subjects with extensive art training. 


SUMMARY AND CONCLUSIONS 


Two groups of college students consisting of 30 subjects each were administered 
the H-T-P test, matched for the ACE scores and sex, and compared for age. The 
groups differed considerably in respect to art training: the subjects of the art group 
had 2 or more years of formal art training, while the non-art group had no formal 
art training in their background. The H-T-P drawings were scored and the H-T-P 
IQ’s obtained were compared. The t and F values showed significant differences 
between the means as well as differences in the variance between the groups. Since 
both groups were matched for their intellectual achievement and sex, and approxi- 
mated for age, it was concluded that it is reasonable to assign the cause for obtained 
differences between the groups to formal art training. In view of this finding it 
seems advisable for better quantitative evaluation of the H-T-P drawings to have 
information about the art training background of the subjects and to expect them 
to obtain higher scores. No attempt was made to test the qualitative aspects of the 
drawings produced by either group. However, on the basis of their observations and 
impressions, the investigators expressed the opinion that art training does not inter- 
fere with personality projection in drawing. This observation coincides with the 
opinions advanced by all authors using qualitative evaluation of the drawings. 
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RESPONSES OF KINDERGARTEN CHILDREN TO THE 
CHILDREN’S APPERCEPTION TEST 
IRVIN J. LEHMANN 


Mich'gan State University 


PROBLEM 

This study investigates the manner and extent to which certain inner dynamics 
of personality are elicited by the Children’s Apperception Test (CAT) devised by 
Bellak“? for children three to ten years of age, consisting of ten pictures depicting 
animals in various situations. The pictures are relatively unstructured and afford 
the subject latitude to project himself and draw whatever interpretations he wishes. 
The authors of the CAT state that the test is ‘‘a method of investigating personality 
by studying the dynamic meaningfulness of the individual differences in perception 
of standard stimuli’ ‘“: P. 7), 

Since very few investigators’: *) have used the CAT with preschool children 
the writer feels that the results of this study might furnish additional data on (a) 
the nature of kindergarten children’s responses, (b) the extent to which these children 
give apperceptive responses, (c) whether the pictures elicit the inner dynamics of 
personality they were designed to explore, and (d) whether there are any significant 
differences among socio-economic groups in the themes investigated. 


TaBLe 1. FREQUENCY OF DESCRIPTIVE AND APPERCEPTIVE RESPONSES OF 160 KINDERGARTEN 
CHILDREN TO THE CAT 








Descriptive Responses Apperceptive Responses 
Picture Ill ; I II Ill 


22 ‘ 24 
21 18 
22 5 14 
33 28 
16 
23 
37 
38 
22 
38 





1 
2 


OO SI? Cr 00 


Total 130 f : ; 258 





I is the high socio-economic group. 
II is the low-intact socio-economic group. 
III is the low-broken socio-economic group. 
IV is the average socio-economic group. 


PROCEDURE 

Subjects. Four groups of kindergarten children in Winnipeg, Canada schools were 
studied. These constituted low (subdivided into intact and broken homes), middle, 
and high socio-economic groups. Twenty boys and twenty girls ranging in age from 
five years, six months, to six years, four months, were randomly selected for each 
group. 

Administration. The writer administered the tests individually according to Bel- 
lak’s“) directions. Each subject was given the following directions: 

I am going to show you some pictures. These pictures have animals in them. I want you to 
take a good look at each picture and tell me a story. Tell me what the animals are doing. You 
can tell me any story you want. When you are finished with your story say ‘‘That’s all, or Finish- 
ed’’. You are going to tell me such nice stories that I am going to write them out so I won’t forget 
them. Are you ready? Do you know what todo? O.K. Let’s start and I’m sure that you'll have a 


good time. 
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All responses were recorded verbatim. Whenever an ambiguous response was re- 
ceived, the writer sought further clarification by ‘Tell me more’’. 


Analysis of data. The method of classification of Byrd and Witherspoon ®?) where 
responses were rated as enumerative, descriptive, or apperceptive, was used. The 
responses were scored to give credit to the highest level of response. That is, if a 
response was enumerative, descriptive, and apperceptive, it was scored as apper- 
ceptive, and not all three. Any response that indicated the child’s feeling about the 
situation depicted in the picture and described by such words as arguing, afraid, or 
fighting, were also classified as apperceptive. In order to clarify the scoring procedure 
employed the following example is cited: 
Picture 1: “Sitting’’—classified as descriptive. 

“Chicks’”’—classified as enumerative as it only named an object. 

“They’re eating some pudding. There’s a mother hen feeding them.’’—classified as 

apperceptive. 
Since apperceptive responses might give some indication of the inner dynamics of 
personality that were operating, all apperceptive responses were further classified 
according to the dynamics suggested by Bellak®?. For the purpose of this study 
only the dynamics of sibling rivalry, orality, aggression, fear, and toileting were 
analyzed. 

In the main, the stories were fairly short and concise. Quite often, the writer 
had to question the subject further to clarify the initial responses as we were con- 
cerned not only with the type of response but with the reasons underlying this feeling. 
For example, a subject’s response to picture 10 was as follows: ““There’s a mother 
spanking the little baby (query) probably bad (query) went outside when he wasn’t 
supposed to.’’? From the initial response we would be able to score the response as 
apperceptive, but would not be able to deduce that this particular subject might 
receive a spanking whenever he is outside without parental approval. 


RESULTS 

Table 1 reveals that the responses were classified as descriptive (33 per cent) or 
apperceptive (67 per cent). This differs from Byrd and Witherspoon’s®? findings 
where some of the responses were enumerative. 

When the apperceptive responses were classified according to the dynamic 
elicited, it can be seen from Table 2 that the theme of orality was most pronounced 
(53 per cent). The themes investigated will be presented with examples. 

TABLE 2. FREQUENCY OF THE Dynamics REVEALED IN THE APPERCEPTIVE RESPONSES OF 160 
KINDERGARTEN CHILDREN TO THE CAT CLASSIFIED as TO Socio-Economic Groups 








Socio-Economic Group 


Dynamic High Low Intact Low Broken Middle Total % of 
Total 








Aggression 6 36 11.0 
Fear f 1 , 11 3.4 
Toileting 5 ¢ 7 29 8.9 
Cleanliness j 9 5 30 9.2 
Punishment ) 9 14 46 14.1 
Orality 5 39 49 174 53 .4 
Total 80 71 8&9 326 





Orality. Any apperceptive response that dealt with eating or food was tabulated as 
expressing the theme of orality. ' 


Picture 1. ‘Three little chickens had to eat their pie and big rooster.” 

Picture 4. “Oh, boy, this is fun. Little baby kangaroo in his bicycle and mother has youngest 
little baby in pocket. It looks like they’re going to have a picnic because they have a 
picnic basket.” 
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According to Bellak“? this response is to be elicited by pictures 1, 4, and 8. This 
theme was elicited by all the pictures except picture 9, and was highest in response 
to pictures 1, 4, 7, and 8. 
Aggression. A response that dealt with fighting was considered as exhibiting the 
theme of aggression. Only when a/definite reference was made to aggression was the 
response classified in this category. 

Picture 2. ‘“They’re having a tug o’war.”’ 

Picture 7. ‘“Tigers—they’re fighting.” 
The authors report that themes of aggression are typified in responses to pictures 
2, 3, and 7. In this study, themes of aggression were elicited by pictures 2, 5, 7, 8, 
and 10, the highest frequency being to picture 7. 
Sibling rivalry. Although the authors state that pictures 1 and 4 elicit this type of 
response, there were no themes of sibling rivalry explicitly stated by the subjects in 
this study. 
Fear. Only when a direct reference was made to being afraid or frightened was a 
response considered as exhibiting the theme of fear. 


Picture 9. ‘“There’s a little bunny and he’s in a crib—he’s sitting (why) because the door’s open 
and he’s afraid (why) might be a ghost.” 


Picture 7. ‘“That lion scares me... .” 
Themes of fear were found in responses to pictures 3, 5, 7, and 9. As in Byrd and 
Witherspoon’s °: »- *®) study, the total frequency of fear responses (3.4 per cent) was 
very low. 
Toileting and cleanliness. This theme was found in the responses to picture 10, the 
one designed to investigate this area. 


Punishment. Themes centering upon punishment were elicited only by picture 10, 


which was originally designed to investigate themes of toileting and cleanliness. 


II. Socto-Economic Factors 


Up to this point, we have been concerned only with total responses and not with 
the analysis of themes according to any particular socio-economic area. Inasmuch as 
these results might be significant, they will now be considered. 


Aggression. The “‘low’’ intact and “‘average’”’ group mentioned themes of aggression 
more frequently than did the “‘low”’ broken and “high” groups. None of these differ- 
ences are significant at the 1 per cent level of confidence. 


Fear. Children from the high group expressed significantly more (beyond the 1 per 
cent level) responses of fear than children from the low-broken group. The differ- 
ences among the other groups are not significant at either the five or one per cent 
level. 


Toileting and cleanliness. The low-intact group is more concerned with cleanliness, 
while the converse is true for the high group. These differences are not statistically 
significant. Both the low-intact and low-broken groups were equally concerned with 
toileting and cleanliness. 


Orality. The low-intact group was more concerned with this specific theme as 
measured by the frequency of their responses than any other theme. None of the 
differences among the four groups are statistically significant. 

The responses of the low-broken group were found to border on vulgarity at 
times. The children were quite outspoken, especially when dealing with picture 10. 
One might expect to obtain responses such as these for two reasons: (a) Kinder- 
garten children are normally uninhibited and “‘speak their piece,’’ and (b) the home 
environment of these low-broken children is such that language of this nature 
probably is just a reflection of what they normally hear. 
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SUMMARY 

The Children’s Apperception Test (CAT) was given to 160 kindergarten children 
from four different socio-economic areas in an attempt to learn (a) the manner and 
extent to which certain dynamics of personality are elicited by the pictures of the 
CAT, (b) whether the pictures elicited the themes for which they were designed, and 
(c) whether there are any statistically significant differences among the four groups 
in the themes investigated. Thirty-three per cent of the initial responses! were des- 
criptive in nature while 67 per cent were interpretive. The theme of orality was most 
pronounced and that of sibling rivalry was not mentioned by the subjects. It would 
seem that the dynamic of orality is most important and more adequately explored 
at this age level than are the dynamics of aggression, fear, toileting and cleanliness, 
and punishment. It is also evident that for the subjects, at least, some of the pic- 
tures elicit dynamics they were not designed to elicit while the converse is true for 
other pictures. When differences among the groups for each dynamic were tested, 
it was found that only one was significant beyond the 1 per cent level of confidence 
—this was for the theme of fear where the children from the high group exhibited 
more fear than those from the low-broken group in terms of frequency of responses. 
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1No probing attempted. 


INTELLIGENCE AS A DETERMINANT OF 
RORSCHACH CARD REJECTION! ? 


ARTHUR 8S. TAMKIN 
Columbus (Ohio) Receiving Hospital for Children 


The rejection of Rorschach cards during the standardized Rorschach examina- 
tion is a behavioral response whose determinants have not yet been ascertained. 
Although empirical studies of Rorschach rejection by psychiatric patients have re- 
ported the rejection rates occurring within clinical groups, and have shown close 
agreement with respect to the specific cards eliciting the greatest amount of re- 
jection, these studies have failed to demonstrate any relationship between rejection 
and diagnostic category“: * ©), An attempt to relate rejection to a variety of path- 
ological personality characteristics, likewise, did not succeed, although the observa- 
tion of considerable overlap of the five most rejected cards and the five cards yielding 
the longest response latencies suggested that rejection may be a function of difficulty 
in deriving concepts from these specific cards“. It was considered moot, however, 
whether the difficulty derived from the structural complexity or emotional evocative- 
ness of these cards. Perusal of the Rorschach literature reveals controversial opin- 
ions concerning this question. Rorschach“? believed that the neurotic’s failure to re- 


‘This study was supported by the Department of Mental Hygiene and Correction of the State of 
Ohio. The opinions presented herein, however, are those of the author alone, and should not be con- 
strued as necessarily representing those of the Ohio Department of Mental Hy giene and Correction. 

*The author is grateful to Dr. Louis D. Cohen of Duke University who suggested this study. 
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spond was caused by “inhibitions due to complexes’’. Beck“) considered rejection to 
result from defensive behavior by which the subject tries to shut off either affect or 
intellect, and Klopfer and Kelley ®) suggested that rejection represented an intellec- 
tual or emotional incapacity to cope with the situation or an aggressive negativism. 
The purpose of this study was to test the hypothesis that intellectual functioning is 
a determinant of Rorschach card rejection. 


METHOD 
The Ss were the same 66 as used in the author’s previous study of Rorschach 
card rejection by psychiatric patients“ for whom intelligence test data were avail- 
able. They were all male psychiatric patients at the Northampton Veterans Admin- 
istration Hospital and included 19 neurotics, 35 psychotics, 8 personality disorders, 
and 4 organics. Rejection, as in the previous study, was defined as the failure to offer 
a scorable response to any Rorschach card during the performance proper, and in- 
tellectual functioning was represented by the full scale IQ of the Wechsler-Bellevue 
Intelligence Scale, Form I. 
RESULTS 
The Ss were divided into two groups based upon the presence or absence of 
rejection in their Rorschach protocols. The 27 Ss who showed no rejection had a 
mean IQ of 107.59 with a standard deviation of 13.92, and the 29 Ss who showed one 
or more rejections had a mean [Q of 100.93 with a standard deviation of 14.65. Thet 
was 1.84, significant at the .05 point for a one-tailed test. Table 1 shows the mean 


TaBLe 1. Man WECHSLER-BELLEVUE IQ Scores or Supsects REJECTING 
_ Srec IFIC Ni UMBERS OF Rorscu. HACH CARDS 








Numbe ar C exda 1 rejected ‘Nember of Ss Mean IQ 


37 107 .59 

9 107.11 

2 9 102 .00 
3 5 101.20 

4 or more 6 89 .83 











TQs of Ss rejecting specific numbers of Rorschach cards with a trend of decreasing 
IQs for groups of patients showing increasing amounts of rejection. Because of the 
small number of cases in each Rorschach rejection group, the computation of sig- 
nificance level was not made for these data. 


SUMMARY 

The hypothesis that intellectual functioning is a determinant of Rorschach 
card rejection was tested by comparing the Wechsler-Bellevue IQs of 37 Ss who had 
no rejections with 29 Ss who had one or more rejections. It was found that the mean 
IQ of those who had no rejections was significantly higher at the .05 point. It was 
concluded that intellectual functioning was a factor in rejection, which suggests that 
difficulty in deriving concepts from the Rorschach may be attributable largely to the 
structural complexity of the cards as against their emotional evocativeness. 
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A NOTE ON THE ORDER OF FIGURE DRAWING 
INCARCERATED ALCOHOLICS 


MORRIS WISOTSKY 


N. Y. C. Dept. of Correction Diagnostic Center 
Hart Island, Bronz 64, N. Y. 


INTRODUCTION 
Recent studies“: *: *) on the order of the first figure drawn have shown that there 
is a marked relationship between the sex of the subject and the sex of the first drawn 
figure. Mainord ®) found that in a study of 132 elementary psychology male students, 
5.3% drew the female or opposite-sex first. The purpose of this study is to test the 
hypothesis that there exists no significant difference between the first figure drawn 
by an incarcerated chronic male alcoholic and a normative population. 


METHOD 

Four hundred and ninety male, incarcerated alcoholics’ drawings were randomly 
selected. Of these 259 were negro and 231 were white, ranging in age from 21 to 65 
with a mean age of 37.4. Intelligence was not considered. Although the reason for 
their incarceration was loitering or vagrancy, the central problem involved was 
alcoholism. These subjects were tested in a group situation using the standard 
directions, z.e., ‘‘Draw a person’”’, which, when completed, was followed by, ““Now 
draw a person of the opposite sex than the one you have just drawn.” 


RESULTS AND CONCLUSIONS 

Of the total of 490 subjects tested, 362 (73.9%) drew the male or same-sex first, 
whereas 128 (26.1%) drew the opposite or female sex first. Of the total negro popula- 
tion of 259, 185 (71.4%) drew the male or same-sex first, whereas 74 (28.6%) drew 
the female or opposite sex first. Of the total while population of 231, 177 (76.6%) 
drew the male or same-sex first, whereas 54 (23.4%) drew the female or opposite 
sex first. 

A significant difference at the .01 level was found between Mainord’s®? norma- 
tive population and our male, chronic, alcoholic, incarcerated population. No 
significant difference was found between the white and negro incarcerated alcoholics. 
The results indicate that the incarcerated male chronic alcoholics tend to draw the 
opposite sex first with a greater significant frequency than a non-alcoholic male 
population. 
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RELIABILITY OF THE COLUMBIA MENTAL MATURITY SCALE WITH 
KINDERGARTEN PUPILS! 


L. R. WITSAMAN AND REGINALD L. JONES? 


Logansport (Indiana) State Hospital 


PROBLEM 


The Columbia Mental Maturity Scale (CMMS) is an individually administered 
intelligence test with a range of from 3 to 12 years in mental age“. It was standard- 
ized on a sample of 957 ‘“‘normal’’ children. The CMMS was selected by us for use, 
in conjunction with other tests, to obtain criteria for predicting subsequent perform- 
ance of kindergarten pupils in the first two primary grades. The reasons for its 
selection were the simplicity of administration, making it easy to train kindergarten 
teachers in its administration, and the relatively short time required for administra- 
tion and scoring. This paper presents the results of a check on the test-retest re- 
liability of the CMMS for subjects within the age range of kindergarten pupils. The 
mean 1Q’s of the Logansport and standardization samples at the same age level will 
be compared for checking sampling error. Validity will be checked at the low end of 
the IQ distribution by correlating obtained CMMS and Stanford-Binet IQ’s. 


PROCEDURE 


Normative Group. The CMMS was administered by seven kindergarten teachers to 
391 Logansport kindergarten pupils ranging in age from five years, four months to 
seven years, two months. The testing was undertaken and completed in less than 
two weeks in March 1956. Before the testing was completed some doubts began to 
arise as to the validity of our obtained results. Several teachers reported a rather 
large number of unusually high IQ’s. One teacher in particular had two childre.. with 
IQ’s above 170. When all the scores were tallied it was noted that 100 pupils (25.5% 
of the total), had obtained I1Q’s of 130 or above. The mean IQ and standard devia- 
tion were 116.9 and 18.55 respectively. In the manual accompanying the CMMS 
the authors reported their obtained IQ’s and SD’s for the standardization group. 
For the five year old subjects the mean and standard deviation were 102.8 and 
17.7, respectively. For the six year old subjects the same statistics were 111.3 and 
23.1. 

Since our findings differed so much on inspection from the standardization 
sample, further inquiry into the cause of the discrepancy was indicated. One of the 
first hypotheses considered was that our kindergarten teachers were inept test ad- 
ministrators and perhaps unwittingly invalidated the results. The second hypothesis 
was that the test itself had not been adequately standardized. A third hypothesis was 
considered, that the kindergarten population being studied was not a representative 
sample of the universe of kindergarten pupils. There did not seem to be any justi- 
fication for this hypothesis, however, from examination of the characteristics of the 
community. At least, there seemed to be no reason for assuming a bias that would fit 
the direction of the obtained difference. 


Retest Sample. A sample of 34 pupils was drawn for the purpose of retesting. The 
proportion of the original group falling within each of nine IQ class intervals, was 
closely approximated in the retest sample. The retest subjects within each class 
interval were randomly selected. Three psychologists from the Logansport State 
Hospital administered the CMMS to these 34 subjects. The interval between the 
test and retest ranged from six to eight weeks. 


'This study is a part of a cooperative project between the Indiana Division of Mental Health 
through the Logansport State Hospital and the Logansport School City Administration. 
2Now at The Ohio State University. 
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Subnormal Sample. Twelve pupils of the original population who obtained IQ’s 
below 90 were retested by a kindergarten teacher with Form L of the Stanford-Binet 
Intelligence Scale.* 


RESULTS 

The mean IQ for the 34 retested pupils on the first administration of the CMMS 

was 117.35. When this was compared with their retest mean IQ of 124.71 by means 

of the correlated ¢ test for differences between means of paired samples, a value of 

2.155 was obtained, significant with 33 degrees of freedom beyond the .05 level of 

confidence (Table 1). Some indication of the range of variation is seen by an analysis 

of the individual IQ changes upon retesting. Differences ranging from —35 to +64 

were found. The Pearson product moment correlation between the test and retest 
sample was .586, indicating a 20 per cent above chance prediction. 

TABLE 1. CoMPARISONS BETWEEN TEST AND RETEST OF THE LOGANSPORT 
KINDERGARTEN PUPILS ON THE CMMS 











N M 


Original test group 391 116.9 


Retest sample 34 3: 
(original test results) 
< .05 
(33df) 


oe 
Retest Sample 
(retest results) | 

| 





The mean and standard deviation for the local sample at the five year level 
(N = 227) were 119.09 and 18.73, respectively. For the standardization group 
(N = 113), these statistics were 102.8 and 17.7. A critical ratio of 7.84, significant 
beyond the .001 level of confidence, was obtained when the two samples were com- 
pared (Table 2). 
TasLe 2. Comparisons BeTwEEN LoGANSPorT KINDERGARTEN AND 
CMMS SrtanpDARDIZATION GROUP 





M 


Kindergarten (5 yr. old) 


119.09 


Standardization (5 yr. old) : 102.8 


Kindergarten (6 yr. old) 113.5 


Standardization (6 yr. old) 2¢ 111.3 





At the six year level, the mean and standard deviation for the local sample 
(N = 163) were 113.5 and 17.84. These statistics are 111.3 and 23.1 for the standard- 
ization group (N = 124). The critical ratio of .88 was not significant. 

A rank-difference correlation, computed for the twelve subjects obtaining IQ’s 
below 90 on the CMMS and retested with the Stanford-Binet, yielded a value for 
rho equal to .547. Ten of the twelve subjects obtained higher 1Q’s on the Stanford- 
Binet with increments ranging from 2 to 29 IQ points. Two subjects obtained [Q’s of 
10 and 13 points lower than their CMMS I[Q’s. 

®Two pupils who had obtained IQ’s of 170 and 175 on the CMMS were also retested with the 
Stanford-Binet and obtained IQ’s of 123 and 122, respectively. 
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Discussion 

An analysis of the results indicates that the CMMS has low test-retest reliability 
at the kindergarten level. There is additional reason to question the validity of the 
test, at least for the five year old group. From the comparison of our sample and the 
standardization group, at this age level, we conclude that either or both of the two 
samples of five year olds are not representative of the universe of five year olds, or 
that we can accept the null hypothesis and consider the observed difference to be due 
to the unreliability or low validity of the test, or both. 

Comparison of the Stanford-Binet performance of a small number of subjects at 
the lower end of the IQ range suggests that, in this case, the CMMS is yielding 
spuriously low IQ’s at the low end of the scale. At the same time it appears that the 
CMMS may yield spuriously high 1Q’s at the upper end of the scale. 


SuMMARY 

The Columbia Mental Maturity Scale was administered to 391 kindergarten 
pupils ranging in age from five years, four months to seven years, two months. Ob- 
taining an unusually large number of pupils with IQ’s of 130 and higher led to further 
study and statistical analysis of the data. As a result, a randomly selected group of 
34 pupils, representative of the original distribution, was retested. In addition, the 
mean IQ’s of the local group at the five- and six-year-old levels were compared with 
those for the standardization group at these levels. Fourteen pupils were subsequent- 
ly administered the Stanford-Binet Intelligence Scale, Form L. 

The findings suggest that the CMMS is not reliable at the kindergarten level. 
It is concluded that the test requires further study and standardization before it can 
become an instrument to be used with confidence.‘ 
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‘Personal communication from a representative of the publisher indicated that the test is cur- 
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ON THE ADEQUACY OF THE KROUT AND TABIN 
PERSONAL PREFERENCE SCALE STANDARDIZATION GROUP* 


MARVIN SNIDER 
University of Michigan 


PROBLEM 


The relationship of marital happiness to adult personality characteristics was 
investigated using the Krout Personality Preference Scale (KPPS)“ as a measure. 
The findings raise serious questions about the adequacy of KPPS standardization. 
This paper discusses the results of this study as they reflect on the adequacy of 
KPPS standardization. 

METHOD 


Our data were taken from a marriage research project being conducted by E. 
Lowell Kelly of the University of Michigan psychology department. It was ini- 
tiated approximately twenty years ago as an intensive study of 300 engaged couples. 
They were administered an elaborate battery of techniques, including anthro- 


*Grateful acknowledgement is made to Dr. E. Lowell Kelly and to Dr. William Hayes of the 
University of Michigan psychology department for their many helpful suggestions, and to Dr. Kelly 
for making his Marriage Research Project data available. 
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pometric measures, psychological tests and a background questionnaire. In 1953-54, 
a follow-up study was initiated in which the present status of the original sample of 
engaged couples was determined. From the original 300 engaged couples, 278 mar- 
riages of research partners occurred of which 227 remained at the time of the follow- 
up study. For the study under report the sample was further reduced to 152 still- 
married couples for whom there was complete KPPS information. 

All the subjects in the marriage research study were voluntary. Originally, 
they were contacted in the New England area, but at the time of retest, they were 
widely dispersed throughout the United States, and several of them lived in foreign 
countries. The sample was superior to that of the general population in education 
and intelligence. Of the 90% of the subjects who were between the ages of 21 and 
30, the mean age for men was 26.7 and the mean age for women 24.7. Of the 86% 
of the subjects who indicated membership in some church, 11% were Catholic and 
8% were Jewish. 

The KPPS scores of 152 husbands and wives were compared with the scores of 
the normal standardization group and Krout’s group of neurotics. The ¢-test was 
used to permit comparison with Krout’s standardization groups. 


RESULTS 

Table 1 shows the significant t-test values for each of the group comparisons 
under discussion (marriage study group, normal KPPS adult group, neurotic KPPS 
adult group). Of particular note is the fact that the marriage study group differs 
significantly from the normal group in the same direction and on the same sub-tests 
that the neurotic group differs from the normal group. Furthermore, in all cases 
except one (sub-test V1II—for males) the marriage study group showed greater de- 
viation from the normal group than did the neurotic group! Finally, the marriage 
study male group showed significant deviations (ranging from .05 to .001) on four 
tests (II, III, IV, and IX) for which the neurotic group did not show deviations from 
the normal group. It should also be noted that in two of the latter group of sub- 
tests (II and IV), the direction of deviation from the normal group is in the opposite 
direction from the other tests. 

In general, the results for the female groups were the same as for their male 
counterparts with two exceptions: (a) the females deviated on three tests for which 
the neurotic women did not deviate from the normal group, and (b) the marriage 
study women showed larger deviations from the neurotic women than the marriage 
study men did from the neurotic men. 

TABLE 1, ?¢-VALUES OF SIGNIFICANT DIFFERENCES BETWEEN MEANS OF THE MARRIAGE Stupy 
Happiness Group AND THE KPPS SranparpizaTion Groups 
All tabled values are significant at the .1 per cent level unless otherwise indicated. A = Marriage 
Study Group (152 Males, 152 Females); B = ‘‘Normal”’ Adult Standardization Group (70 Males, 60 
Females); C = ‘‘Neurotie’’ adult (29 Neurotic Males, 22 Neurotic Females), 


Female 


Subtest , } 3. / B-C 
Prenatal 
Early Oral 
Late Oral 
Early Anal 
Late Anal 
Narcissistic 
Feminine 
Masculine 
Intra-Familial 
Sublimation 
Social Sublimation 





*P < 05 
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In the comparisons between the marriage study group and the neurotic group, 
the following points should be noted: (a) There were significant differences between 
male groups on sub-tests III, IV and VIII, with sub-test III being the opposite 
direction from the other two tests. (b) It should be noted that no significant differ- 
ences appear between sub-tests for the marriage study women and the neurotic 
women. This would seem to suggest that the women of these two groups (marriage 
study and neurotic) were more alike than their male counterparts. 


DIscuUssION = 

In general, the results of Table 1 suggest that the marriage study group is 
“more neurotic” than the KPPS neurotic group. In their monograph Krout and 
Tabin report three sub-tests (1V, VIII, and X) on which the neurotic adult male 
group deviated in a negative direction from the normal adult male group. This de- 
viation was interpreted by them to demonstrate the ability of the K PPS to differen- 
tiate between normal and neurotic individuals. This interpretation is not adequate 
because their use of the deviation criterion is not precise. The deviation criterion has 
qualitative dimensions of (a) the number of tests which show deviation, (b) the comb- 
ination of tests that show deviations, and (c) the direction of deviation. Krout and 
Tabin do not specify which one or combination of these criteria they intend. 

The confusion is highlighted when the deviations of the marriage group from 
the normal group are considered. For those tests on which both the neurotic and 
marriage study group deviated in the same direction the problem of interpretation 
is quantitative and less complicated. However for those tests in which only the 
marriage study group deviated from the normal group the interpretation is am- 
biguous. 

Another question is whether a comparison of group means for each sub-test is 
the most meaningful way to compare groups on the KPPS. Inherent in the use of 
means is the assumption that the relationship between sub-test scores (individual 
or group) does not have any relevance or has not as yet been considered an area of 
concern. Krout speaks of this when he describes the tests on the KPPS having mean- 
ing only as sub-test scores and no meaning as a total test score. Krout must mean 
by this that sub-test scores are not compensatory, 7.e., that a given score on one sub- 
test is not equivalent to the same score on another sub-test. Therefore, a total score 
on the ten sub-tests for one person or group might have very different meaning from 
the same total sub-test score for another group or individual, z.e., both the pattern of 
scores and their quantitative value are important. By dealing only with means, the 
pattern effect is lost. Krout does not say anything about what meaning should be 
attached to significant differences between sub-test for two groups, nor does he say 
what meaning should be attached to tests which are not significant—a point of 
equal importance. He is satisfied to say that significant differences between his 
normal and neurotic groups indicate that the KPPS is able to make discriminations. 


SUMMARY 


Data from a marriage research study based on 152 married couples raises 
questions about the adequacy of the Krout Personality Preference Scale standardi- 
zation with respect to use and interpretation of test scores. 

Although the findings reported by Krout raise interesting speculations they 
do not offer adequate basis for practical application because of (a) the strong contra- 
dictory results gained from Kelly’s marriage research data, and (b) the ambiguity in 
interpretation of sub-test scores. 
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CORRELATION BETWEEN THE OHIO LITERACY TEST, GRADE 
ACHIEVED IN SCHOOL, AND WECHSLER BELLEVUE IQ! 


PASCHAL N. STRONG, JR. 


Bowman Gray School of Medicine, Winston-Salem, N.C. 


At the Durham Veterans Hospital a routine battery of group tests is administer- 
ed to all NP patients and to all patients referred by other services.? Because these 
tests require a minimum reading ability the first test given is the Ohio Literacy 
Test (O. L.)® which was used in World War I at Camp Devens, Mass., and cor- 
related +.80 with the Army Alpha. The present test is a modification with more 
items of intermediate difficulty and higher reliability. The test is administered ina 
group form, takes five minutes to do, and appears easy to understand. Since it was 
felt that this test might also serve as a rough measure of intelligence, correlations 
were determined for this test, the Wechsler-Bellevue, and actual grade achieved. 


METHOD AND RESULTS 
All patients who had received both the Ohio Literacy Test and either the 
Wechsler-Bellevue I or the WAIS were used. For the correlations between grade 
equivalent of the Ohio Literacy and actual grade obtained, all patients tested at the 
date of this study were used. 
Table 1 presents the correlations be.ween the Ohio Literacy Test score, actual 
school grade obtained, Verbal 1Q of the Wechsler, Performance 1Q of the Wechsler, 
and Full Scale 1Q of the Wechsler. 


TABLE 1. CorRELATION BETWEEN Onto Literacy Test, WECHSLER P IQ, 
VI Q, anv FS IQ, anp Acruat GRADE OBTAINED IN ScHOOL 





rT or 





School Grade \ 68 .06 
Wechsler V IQ 5 .69 .07 
Wechsler P IQ 58 .49 10 
Wechsler FS IQ 5 .63 .08 





Table 2 gives the regression equation and table for estimating V IQ from the 
O. L. score. 
TaBLe 2. ReGcression Equation (Y’ = 1.38 (X — 28) + 93 = 


1.38X — 54.36) anp TaBLe ror Estmatine VERBAL IQ FROM 
O. L. ScorE 





Ohio Lit. score ‘Verbal 1Q 
Xx Y’ 





61 


96 
103 
110 
117 
124 





1This work was done at the Durham Veterans Administration Hospital. The author wishes to 
express his gratitude to Dr. G. T. Lodge for acquainting him with the Ohio Literacy Test. 

*The group tests include the MMPI, for which we require a 4th grade score or better. 

3A copy of the test along with a scoring key, instructions, grade level equivalents, and mental 
age estimates will be supplied on request by the author. 
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SUMMARY 

The Wechsler IQ and the Ohio Literacy Test are substantialiy correlated and, 
as would be expected, the correlation between Verbal IQ and the Literacy score is the 
highest. These correlations are somewhat attenuated because of the use of a Wechs- 
ler | or WAIS as a measure of intelligence rather than a single instrument. Never- 
theless, it appears that the Ohio Literacy Test can be used both as a measure of read- 
ing ability and quick estimate of verbal intelligence with some degree of confidence. 
It is suspected that this test often gives a better premorbid 1Q level estimate in 
cases of brain damage since it is a recognition rather than a recall test. Further work 
is being done at present to verify this assumption. 
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COMPARISON OF THE ALTERNATE WECHSLER 
MEMORY SCALE FORMS 


BERNARD L. BLOOM 


Territorial Hospital, Kaneohe, Oahu, Hawaii 


PROBLEM AND PROCEDURE 

The present study is designed to evaluate the significance of differences between 
comparable subtest scores of the two forms of the Wechsler Memory Scale“: *», The 
subjects consisted of 32 hospitalized psychotic patients selected randomly on the 
basis of their ability to give a representative performance. Half of the subjects were 
males and half were females. Within each group, half were administered WMS-I 
first and the other half were given WMS-II first. The two forms were given one 
immediately following the other. Since the purpose of the study was to evaluate pre- 
sumably comparable test items, only tests which were not identical in the two forms 
of the WMS were given. In addition, while the digits are different in the two forms 
of the Digit Span test, there was no reason to suspect any systematic variation in the 
obtained scores as a function of the particular digits used, and hence this subtest was 
not included in the study. The subtests studied were: 1. The addition item of the 
Mental Control Test, 2. Logical Memory, 3. Visual Reproduction, and 4. Associate 
Learning. Standard scoring instructions were followed in all cases. 


RESULTS AND Discussion 

Table 1 presents the results of the comparisons for the four subtests studied. 
Since significant sex differences were obtained in the present sample, results are pre- 
sented for the total group and for each sex separately. Calculated correlation co- 
efficients are given and significances of differences were determined by including the 
effect of these correlations. The male group appears to perform more consistently on 
the two tests than does the female group. The findings suggest that the two forms of 
the Mental Control subtest are equivalent, but that the two forms of the other sub- 
tests differ. The Logical Memory subtest of WMS-II is somewhat easier than the 
same subtest of WMS-I, particularly for women. The Visual Reproduction subtest 
of WMS-I1 is consistently and significantly easier than the same subtest of WMS-I. 
The Associate Learning subtest of WMS-II is consistently and significantly more 
difficult than the same subtest of WMS-I. By inspection, it appears that when the 
entire WMS is given, as would ordinarily be the case in a clinical situation, these 
differences would tend to cancel out and the total WMS scores would be equivalent. 
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The comparison of the level of difficulty of the two selections in the Logical 
Memory subtest for both forms of the WMS is also presented in Table 1. On WMS-I, 
story A (Anna Thompson .. .) is significantly easier than story B (the American 
Liner New York .. .) especially for the male group. On WMS-II, the two memory 
selections appear to be of approximately equal difficulty. The present results suggest 
that the equivalence of the total WMS scores is based upon the canceling out of the 
significant differences found in two subtests by virtue of the fact that the differences 
are in opposite directions. On the basis of the present finding, one would need to be 
quite cautious when interpreting obtained differences between subtests of the WMS. 


SUMMARY 

The four subtests of both forms of the Wechsler Memory Scale which are pre- 
sumably comparable with each other, but not identical, were administered in bal- 
anced order to 16 male and 16 female hospitalized psychotics. Results of the compari- 
son suggest that the two forms of the WMS are of comparable difficulty when the 
complete tests are given. The Visual Reproduction subtest of Form I] is significantly 
easier than the parallel Form I version, and the Associate Learning subtest of Form 
II is significantly more difficult than the parallel Form I version. These differences 
tend to cancel each other out. Within Form I, Story A of the Logical Memory sub- 
test is significantly easier than Story B. 
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PROBLEM 

It is well known that bilingualism affects the functioning of preschool children 
on intelligence tests“: *. Yet, these test results largely determine the admission of 
candidates to many day (Yeshiva) schools. The writer, for example, recommended 
that a valid Binet IQ of 105 be considered the minimum requirement necessary for 
admission to these schools“. However, according to the experience of many day 
(Yeshiva) school principals, this is not valid for the bilingual preschool native born 
Jewish child®’. Many bilingual native born Jewish children when tested in the 
fourth grade showed an increase of from ten to twenty IQ points above their IQ 
ratings obtained in the first grade, even though the latter were considered valid by 
the examiners at the time®?. 

The question, therefore, arises as to what are the best predictive devices for 
determining scholastic success for these children. Or what test or test items of the 
commonly used scales give fair ratings when administered to native born bilingual 
Jewish children? 
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PROCEDURE 

The Revised Stanford Binet, Form L“, the Wechsler Intelligence Test for 
Children“, the Progressive Coloured Matrices“), and the Goodenough Draw-A- 
Man Test“ were administered in two sittings in counterbalanced order to two 
hundred and thirty-eight native born monolingual and bilingual Jewish children. 
These children were candidates for admission to the kindergarten or first grade of day 
(Yeshiva) schools and ranged in age from four years six months to six years seven 
months. 

Only one hundred and seventeen cases could be found whose test scores were 
considered fully valid by the examiner and who completed the Revised Stanford 
Binet “, the Wechsler Intelligence Scale’, and most of the other tests. 


RESULTS 
The monolingual group consisted of fifty-seven children, mean C.A. 65.54 
months; 8.D. 4.83; range C.A. 5 to 6; and the bilingual group consisted of sixty 
children, mean C.A. 66.65 months; S8.D. 3.90; range C.A. 5 to 6. The fathers’ occupa- 
tions were classified according to U. 8. Census“. 37% of the fathers of the mono- 
lingual children and 35% of the fathers of the bilingual group belonged either to the 
“professional, technical and kindred workers”, or to the “‘managers, officials, and 
proprietors” category; 35% of the fathers of the monolinguals and 37% of the 
fathers of the bilinguals were either ‘‘craftsmen, foremen and kindred workers’’, or 
“operatives and kindred workers”; and 28% of the fathers of both groups were in 
“clerical, sales, and kindred workers”. There was no correlation between socio- 

economic background and intelligence for both groups. 
TaBLeE 1. CriticaL Ratios BETWEEN THE MEANS OF THE TESTS OF THE MONOLINGUAL 

AND BILINGUAL CHILDREN 


Monolingual Bilingual Critical 
N Mean N Mean iff. S. E. diff Ratio 


Tests 
Revised Stanford Binet, : 120.51 60 112 5é 2.91 2.59* 
Form | 
WISC Full 57 108 .68 60 102 .7: 5.96 2.31 2.58* 
WISC Verbal 57 108 .63 60 103 .0: 5.6 2.32 2.41* 
WISC Performance 57 107 .36 60 101 .6: f 2.14 2 
Goodenough Draw-a-Man 12. 39 78 
Progressive Coloured 
Matrices ) 15.3! 58 
WISC Verbal 
Information ie 60 
Comprehension : 11.96 60 
Arithmetic 2 Be. 60 
Similarities f 60 
Vocabulary H .26 60 
WISC Performance 
Picture Completion : 60 
Picture Arrangement i 2. 60 
Block Design } 56 60 
Object Assembly 60 
Coding 57 60 





* 05 level of significance 
** 01 level of significance 


Table 1 indicates that the Goodenough Draw-a-Man Test, and Information, 
Comprehension and Similarities subtests of the WISC Verbal Scale, and the Picture 
Completion, Block Design, Object Assembly and Coding of the WISC Performance 
Scale are fair tests for native born Jewish bilingual children. The writer suggests 
that these tests be administered to the bilingual native born Jewish children of 
traditional parentage and prorated to determine the IQ. 
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SUMMARY 

The Revised Stanford Binet, Form L, the Wechsler Intelligence Scale for 
Children, Goodenough Draw-a-Man Test, and the Progressive Coloured Matrices 
were administered to fifty-seven native born monolingual and to sixty native born 
bilingual preschool Jewish children of traditional parentage. Both groups had good 
command of English and the test results were considered valid by the examiners. 
There was no correlation between socio-economic background and intelligence for 
both groups. 

The Goodenough Draw-a-Man Test; Information, Comprehension and Similar- 
ities of the WISC Verbal Scale; Picture Completion, Block Design, Object Assembly 
and Coding of the WISC Performance Scale were found to give fair estimates of the 
ability of the native born bilingual Jewish children. 
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INTRODUCTION 

The value of the Progressive Matrices in the testing of cerebral palsied children 
was suggested by Trach? and supported by the work of Taibl®. Holden? raised 
the objection that ‘it (Progressive Matrices) is based on visual form perception 
which is often poor in brain injured individuals’ and noted the need for further 
evaluation of the test to determine its usefulness in assessing the intellectual level of 
physically handicapped brain injured children and adults. 

This paper presents the results of a comparison, with respect to one type of 
wrong answer, between a group of cerebral palsied children suffering from aphasia 
and/or related disturbance of intellect, including attention and memory, and/or 
showing perseverative tendencies, rigidity, orderliness, and concretism, and a group 
of children with post-polio residual paralysis. 

Raven ©? states that comparative studies of the errors made by groups of testees 
ranging in age from six and a half years to ten and a half years have shown clinically 
significant differences and also presents data showing differences in the frequency 
with which four chief types of erroneous figures were chosen by normal old people, 
the elderly depressive, and senile dementia patients. Raven’s findings plus our ob- 
servation during routine clinical work that cerebral palsied children with aphasia or 
related disturbance chose some unusual wrong answers resulted in the present in- 
vestigation. 
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METHOD AND RESULTS 

Ten cerebral palsied children showing definite signs of aphasia or related dis- 
turbance were matched for age and Matrices score with a control group of ten post- 
polio children who showed no specific disturbance of intellect. The age range of the 
cerebral palsied group was from six years to twelve years with a mean age of 9.23 
years. The range of Matrices scores for this group was from 9 to 29 with a mean 
score of 18.5. The age range for the post-polio group was from 6 years to 12 years 
with a mean age of 9.25 years. The range of scores for this group was 12 to 28 witha 
mean of 19.6. 

Each individual’s wrong answers on Raven’s Colored Progressive Matrices were 
classified into the types of wrong answers listed by Raven®?. Data for only one type 
of wrong answer is presented here. In this type of wrong answer, the pattern or figure 
above and to the left or immediately above or immediately to the left of the space in 
the matrix is to be filled in, is chosen. The frequency with which each individual 
chose this type of wrong answer was expressed as a percentage of all his errors. The 
percentages for the individuals of both groups are shown graphically in Fig. 1. 


aa, 0-0 


Fig. 1. FREQUENCY, ExPRESSED AS A PERCENTAGE OF ALL ERRORS, OF THE TYPE OF ERROR INVOLVING 
REPETITION OF PART OF THE PATTERN OR FIGURE OF THE MATRICES. 


In every case the frequency with which this type of error was chosen by the 
cerebral palsied child is lower than the frequency with which it was chosen by his 
post-polio control. The increase in frequency of the error with age shown in both 
groups is in keeping with Raven’s findings®’. The mean percentage of all errors for 
the cerebral palsied group is 62.4 percent and for the post-polio group is 82.2 percent. 
Due to the smallness of the groups and the lack of data from large groups on the dis- 
tribution of such percentages, a statistical analysis of the results was not made. 


SUMMARY 
Data are presented showing differences in the frequency with which a particular 
type of wrong answer on the Progressive Matrices is chosen by a group of cerebral 
palsied children with aphasia or related disturbances and a control group of post- 
polio children. 
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INTRODUCTION 

Several places in his book Wechsler states that the Performance score of the 
“adolescent psychopath”’ is usually higher than his Verbal score. At one point he is 
quite explicit, “The most outstanding single feature of the adolescent psychopath’s 
test pattern is his systematic high performance score as compared with his verbal 
test score’ “: P. %),. He also describes a subtest patterning characteristic of the 
“adolescent psychopath” in which the ‘‘sum of Object Assembly plus Picture Ar- 
rangement (is) always greater than the sum of Block Design and Picture Completion 
test scores’’ ©.) and “Also worthy of note is the good score frequently made by 
the (adolescent) psychopath on the Picture Arrangement test, a finding that is sur- 
prising because this test has been interpreted as measuring social intelligence” 

p. 155 

Insofar as could be determined Wechsler never defined what he meant by the 
termi ‘‘adolescent psychopath’’. He did, however, offer a description of a boy whom 
he describes as fitting into that category. The boy was ‘‘White, male, age 15, 8th 
grade. Continuous history of stealing, incorrigibility, and running away. Several 
admissions to Bellevue Hospital, the last one after suicide attempt. While on wards 
persistently created disturbances, broke rules, fought with other boys and con- 
tinuously tried to evade ordinary duties’’ “. '®), 

The statements of Wechsler cited above suggest the following hypotheses: (a) 
The performance IQ of delinquents is higher than the Verbal IQ. (b) The sum of the 
scale scores for the combined Object Assembly and Picture Arrangement subtests is 
higher than the sum of the scale scores for the combined Block Design and Picture 
Completion subtests for a group of delinquents. (c) The scale score for the Picture 
Arrangement subtest is higher than the scale scores for the other subtests for a group 
of delinquents. 


METHOD 

Form I of the Wechsler was administered by one examiner to a group of 44 
white delinquents, all of whom would fit Wechsler’s description of an adolescent 
psychopath. The mean age of the group was 15 years with a range from 11 years, 
5 months to 16 years, 11 months. To be included in the sample group the boy must 
have had a history of repeated arrests for such offenses as burglary, car theft, arson, 
assault, runaway or incorrigibility. Such things as loitering or truancy were not con- 
sidered to be of sufficient seriousness to warrant inclusion in the sample group. No 
mental defectives (Full Scale 1Q score below 70) or boys with a known organic 
dysfunction of the brain were included. Any boy whose social or medical history 
indicated the possibility of organic impairment was excluded from the group. 

To test the first hypothesis the mean of the Verbal 1Q scores was compared with 
the mean of the Performance IQ scores. The second hypothesis was checked by 
calculating the means of two distributions, Pa+ OA and PC + BD. The difference 
between the means was computed and tested for significance by the use of CR. For 
the third hypothesis the distribution of PA was compared with each of the other four 
performance subtest distributions by using the sign test. 


RESULTS 

The mean Verbal IQ was 96.3 and the mean Performance IQ was 98.3. The 
critical ratio for the difference between the means was .71 which does not meet the 
accepted standards for statistical significance. The first hypothesis was therefore 
rejected. It is interesting to note that the Pearson r for the relationship between the 
two distributions was only .29. 

The mean of the PC + BD distribution was 18.5 and for the PA + OA distribu- 
tion was 20.3. The critical ratio for the difference between the means was 3.7 which 
was significant beyond the .01 level. The second hypothesis was therefore accepted. 


‘The author is presently with the Utah State Hospital in Provo, Utah. 
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In both of the above computations for the significance of the differences the formula 
for correlated means was employed. 

Comparisons between PA and the other four subtests yielded significant differ- 
ences for the BD and DS comparisons only. The third hypothesis is accepted for 
these two subtests but rejected for PC and OA. It is pertinent to note that the means 
for PA, PC, and OA were nearly identical. 


DISCUSSION 

Although the predicted difference between the Verbal and Performance IQ’s 
was not supported, there was, however, large variance in both directions. The Per- 
formance score of several subjects was considerably larger than the Verbal score 
while with other subjects the reverse was true. Perhaps large variance in either 
direction is the better indication of adolescent disturbance. However, if such var- 
iance is not found in ‘‘normals’’ it may also be associated with other ‘“‘kinds”’ of 
psychosocial personality disturbance. 

The most noticeable and consistent difference among the Performance sub- 
tests was between the Digit Symbol subtest and the other four subtests. The mean 
scale scores for each of the Performance subtests were PA, 9.9; PC, 9.8; BD, 9.0; OA 
10.4; and D§, 8.3. It can be seen that the BD subtest was significantly low, but was 
not nearly as low as was DS. BD was the subtest which pulled down the mean in the 
comparison of BD + PC with PA + OA (the comparison made for hypothesis num- 
ber 2). The means for PC, PA, and OA were very close. These data would suggest 
then, that delinquents tend to score lower on DS and BD than on the other three 
Performance subtests. 

In our opinion, identifying any of the scoring variables on Form I of the Wech- 
sler as indicators for ‘“‘adolescent psychopathology”’ or delinquency is most risky 
when applied to individuals. There were extremely wide individual] differences within 
the sample group reported here. On a group basis there may be some value in identi- 
fying some of the differences as indicators but on an individual basis such a practice 
would as often as not lead the examiner astray. 

One of the possible reasons for this is that ‘“‘adolescent psychopaths” or de- 
linquents are not psychologically meaningful groupings. Such groupings are made on 
the basis of the subject’s overt behavior. It is well known that similar symptoms 
(delinquent behavior) often arise out of quite different psychological needs and 
pressures. To successfully identify any pattern of responses on the Wechsler as being 
typical of a group of delinquents it would seem likely that the pattern would have to 
reflect the psychological processes which underlie and produce the behavior. It 
would be most meaningful to subgroup delinquents on the basis of similarity of 
underlying psychological processes and identify test patterns for the subgroups. For 
instance, the neurotic makeup of delinquent arsonists may be similar and might be 
reflected in test performance. If so, the test pattern would be a reflection of the 
similarity in psychological functioning and not necessarily of the similarity in be- 
havior. 

SUMMARY AND CONCLUSIONS 

The following three hypotheses suggested by statements of Wechsler were 
tested: (a) The performance IQ of delinquents is higher than the Verbal IQ. (b) 
The sum of the scale scores for the combined Object Assembly and Picture Arrange- 
ment subtests is higher than the sum of the scale scores for the combined Block De- 
sign and Picture Completion subtests for a group of delinquents. (c) The scale score 
for the Picture Arrangement subtest is higher than the scale scores for the other 
subtests for a group of delinquents. 

Hypothesis number 1 was not supported. Hypothesis number 2 was supported 
but only because Block Design was low. Hypothesis number 3 was partially sup- 
ported in that PA was significantly higher than BD and DS. The usefulness of any 
of these hypotheses when applied to individual delinquents is seriously questioned. 


REFERENCE 
Wecus.ier, D. The Measurement of Adult Intelligence. Baltimore: William and Wilkins, 1944, 





A CLINICAL EVALUATION OF THE METHOD OF DIRECT ANALYSIS 
IN THE TREATMENT OF PSYCHOSIS 
KATHERN M. MC KINNON 
55 East 74th Street 
New York 21, N. Y. 


INTRODUCTION 

tosen) has described a method of psychological therapy developed for the 
treatment of psychosis and called direct analysis. The purposes of this paper are to 
emphasize the psychological rationale underlying the method, and to indicate basic 
similarities and differences between direct analysis in the treatment of psychosis and 
psychoanalysis in the treatment of neurosis. One long-standing obstacle to treatment 
by methods based on psychological therapy has been the encapsulation of the 
psychotic patient. For the most part, efforts to revert the patient’s attention back 
to reality, to the person of the therapist, in order to secure his participation in the 
understanding and resolution of his psychic conflicts, have been unsuccessful or so 
time-consuming that the practicability of the method has been questioned in view 
of the high incidence of psychosis. 

The uniqueness of Rosen’s method is the rapidity with which he can communi- 
cate with psychotic patients, arouse their awareness of him, an object in the outer 
world, and cause an interference with their autistic preoccupations. Consequently, 
recovery from psychosis becomes possible within a relatively brief period of time. 
Rosen’s success seems to be related to his capacity for intense emotional involvement 
with his patients, and to his extraordinary sensitivity to and comprehension of the 
unconscious, the level of personality revealed in psychosis. Notwithstanding the 
early theoretical contributions made by Freud and others concerning psychosis as a 
psychological disturbance, and the more recent favorable progress reported by those 
who have attempted psychological therapy with psychotic patients, there remains a 
significant number of persons engaged in the care and treatment of psychotic pat- 
ients who still believe that the unconscious is unintelligible and thus the patient is 
unreachable. Also, there is the viewpoint that psychosis, unlike neurosis, is caused 
by a defective constitution or some form of organic pathology so can be treated 
effectively only by one or more of the various types of organic therapy. 

Rosen has been willing to subject to reality testing his conviction that verbal 
communication can be established relatively quickly with a psychotic patient by 
giving lecture demonstrations in various mental hospitals. In these single interviews, 
with a patient who might have been listed on the hospital record as completely out of 
contact, or mute, or incoherent, and therefore inaccessible to any form of verbal 
therapy, the rapidity with which Rosen can generate emotional and verbal inter- 
action is notable. Also, his ease in the realm of the unconscious level of personality 
becomes very apparent to those observing him. He not only understands what the 
patient is saying or acting out but speaks the same language and can act out too, if 
necessary? When communication is established, the barrier that has caused the 
isolation of the patient starts to give way. In one interview Rosen cannot demon- 
strate the cure of a patient, but he does offer convincing evidence concerning the 
accessibility to psychosis by psychological therapy, which is basic to the method of 
direct analysis in the cure of those patients whom he accepts for treatment. 

Although Rosen’s favorable therapeutic results are recognized by many, the 
question most frequently asked, even after observing him during a treatment session, 
is whether his ability to communicate with a psychotic patient is based on a method 
that can be learned or is it to be attributed to some unique magnetic quality in his 
personality. One reason for the difficulty in detecting his methodology is the prom- 
inence of Rosen’s personality during a treatment session. It is not easy to intellectual- 


1F actors influencing the duration of treatment will be described elsewhere in this paper. 
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ize and systematize his natural, spontaneous, and highly emotional interaction with a 
patient. His ease with a psychotic patient has been attributed by some, who are 
familiar with this work, to his complete absence of hostility (which would induce 
such side effects as fear, cautiousness, aloofness and intellectualization), and to his 
extraordinary ease in identifying with a patient. This makes possible his extreme 
sensitivity to the concealed emotional needs of the patient (even a patient who is 
mute) and permits Rosen to make full use of his emotions to bring the patient into 
contact with him no matter how “encapsulated” the patient had previously been. 

Nevertheless, there are persons who are opposed to the treatment of psychosis 
by direct analysis. The resistance is voiced partly by those who habitually recoil 
from Freudian methods, and direct analysis is based entirely on Freud’s discoveries 
concerning the unconscious and his libido theory. There was opposition to Freud’s 
theory concerning the sexual basis of neurosis; in a similar way, there is resistance to 
the view that the incipient causation of psychosis can be traced to the initial stage of 
libido development. Tranquility may be maintained more easily if one insists that a 
mental condition, as serious as psychosis, results from constitutional pathology for 
which no human being can be held responsible. However, this static concept also 
excludes the possiblity of successful recovery and reinforces the pessimistic outlook 
concerning the irreversibility of psychosis. 

There are psychiatrists and persons in allied professions who are sincerely in 
accord with the method of direct analysis, in the treatment of psychosis, but who are 
skeptical about the permanency of the cure. It is known that spontaneous remissions 
occasionally occur in psychosis as well as remissions resulting from any one of the 
variety of therapies currently in use. Therefore, the permanency of the cure has 
always been a critical problem. For this reason, as well as others that will be dis- 
cussed later, Rosen maintains contact with the patients whom he has treated. Rosen 
first applied his method of direct analysis in 1943 when he was on the psychiatric 
staff of a state mental hospital. The patient, a man in a state of acute catatonic ex- 
citement, had been declared incurable. Rosen brought him out of his psychosis. 
Since that time, he has devoted himself mainly to the treatment of psychotic 
patients. Specific facts concerning the evidences of complete cure and the duration 
of a normal mental condition have been and will continue to be published by Rosen. 

Because of the impact that treatment by the method of direct analysis, if ex- 
tensively adapted, could have on the long-standing problem of mental illness, a 
grant of money was given by the Rockefeller Brothers’ Fund to the School of 
Psychiatry at Temple University for research and training in this method. If this 
method can be learned and practiced with the effectiveness demonstrated by Rosen, 
the oft heard explanation of lack of time as justification for the use of various forms 
of shock treatment plus custodial care will no longer suffice. It has been lack of 
knowledge not lack of time. 


CONCEPTION OF PsycHosis UNDERLYING DrreEcT ANALYSIS 
Nature of psychosis. Rosen believes that psychosis is psychologically determined as 
a result of severe stress, particularly at the early oral stage of development. The term 
psychosis, as used in this paper, refers only to functional mental disturbances and not 
to the psychotic behavior resulting from organic or physiological pathology. Rosen’s 
experience substantiates the view that the various psychiatric classifications do not 
refer to distinct illnesses but rather to different phases or degrees of the same basic 
disturbance. For example, the patient, who will be described in some detail later, 
went through several distinct phases within a period of 7 weeks. From a state of 
manic psychosis, she became catatonic, paranoid and then normal. The phases de- 
pend in part on the degree to which the unconscious is in ascendance and the strength 
of the ego accordingly lessened. Therefore, everyone has the capacity to be normal, 
neurotic, or psychotic depending upon the relative intensity of early destructive en- 
vironmental influences on the psychic life that weaken ego functioning. According 
to Rosen, judgment should be used as the yardstick for determining the degree of 
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severity of a psychic illness. Judgment requires an awareness of reality and this 
awareness diminishes as the unconscious level of the personality gains in ascendance. 
An adult with a minimum degree of sound judgment could not maintain the belief 
that he could cross the Queensboro bridge in a motor boat.’ 


Etiology of psychosis. That one important component of psychosis is a regression to a 
level resembling infantilism is readily observed in the behavior of psychotic patients 
as their most conspicuous characteristic is helplessness in performing even the 
simplest tasks, depending upon the degree of regression essential for their own well- 
being. Their loss of adequate ego functioning also leaves them in a state of despera- 
tion and loneliness since the capacity for object relations, which is dependent upon 
ego functioning, is at a minimum. Psychoanalytic writings provide ample evidence 
for the concept that the incipient causation of psychosis is at the early oral stage of 
development. However, there is no question about the fact that the individual who 
becomes psychotic has been subjected to stresses at every stage of libido develop- 
ment. On the basis of symbols expressed with clarity in the language and behavior 
of the psychotic patient, it is evident that anal and phallic problems are exceedingly 
prominent and acute. But as Freud emphasized the necessity for a resolution of the 
early oedipal conflicts as basic in the treatment of the transference neuroses, no 
matter how deeply overlaid with later traumatic experiences in the life history of the 
individual; so with the psychoses, Rosen believes that it is the early oral trauma that 
must be resolved. Emotional starvation and the terror of annihilation comprise the 
original deep and unhealed wound. 

The psychotic condition may be said to be analogous to the state of a helpless 
infant in terror of starvation in this earliest period of life. However, an adult psy- 
chosis is not a clear-cut repetition of infantilism as there remains with the patient 
the many disconnected fragments of his prepsychotic personality. The torments 
suffered by the adult psychotic patient are no longer those of the relatively uncom- 
plicated physiological distresses of early infancy, but are psychic conflicts which 
have arisen as an outcome of infantile pain. The psychotic patient suffers from con- 
flicts between his primitive unconscious wishes and the images of punishment and 
torture which remain from a superego stripped of all reasonableness when the capac- 
ity for ego functioning diminishes to its most rudimentary form. 

A typical example is that of Mrs. Y, a 40-year-old patient in a paranoid phase who was pre- 
occupied with the topic of food. She thought spies were watching her, as a suspect who was supply- 
ing food to 250,000 starving people in Europe. She assured us that she was not guilty of this crime 
as government officials had confused her with Miss X. All during the day Mrs. Y collected weeds 
which she classified as producing either food (coffee, milk, chocolate, etc.) or cathartics. However, 
she was unable to enjoy the real food that was served to her and always ate sparingly and cau- 
tiously in anticipation of later discomfort. Her body readily complied with severe skin eruptions, 
acute indigestion, or nausea. 


The infant, though he may bein a state of great deprivation and terror, is spared 
the pain of anxiety until the development of his superego. For this reason, a com- 
passionate, loving and informed person could, in a relatively short time, relieve a 
baby of his acute distress. In contrast, those who have had experience with psy- 
chotic patients realize the complexity of their afflictions and the difficulties involved 
in relieving their mental suffering. Rosen spontaneously and naturally puts into 
practice the valid meaning of this commonly accepted theory pertaining to the etiol- 
ogy of psychoses. As an intuitive mother knows how to relieve the distress of her 
child without carefully planning, in advance, her course of action, so Rosen knows 
how to respond to the needs of his patient. 

2A quantitative psychological test, using judgment as its base and having for its purpose the 
discovery of what per cent of the unconscious has innundated consciousness and robbed it of maturity, 
will give us the only clear means of applying names to the stages of mental sickness. These names will 
represent not different diseases, but different degrees of the same sickness). 

*This brief summary of the etiology of psychoses is given merely to provide a focus for the ob- 
jective of this paper which is a description of the method of direct analysis. 
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TREATMENT IN Direct ANALYSIS 

Basic method. There are two interrelated requirements for the therapist using direct 
analysis. One pertains to the knowledge and resourcefulness essential for understand- 
ing, interpreting and communicating in every way possible with a psychotic patient 
in the language of the primitive, symbolic imagery of the unconscious. The second is 
the capacity and stamina for a strong emotional involvement, to the extent that the 
patient 7s as important to the therapist as his own child or a member of his family. 
These two qualifications, especially the latter, are basic to Rosen’s method. He 
responds to the emotional needs expressed by his patient like a parent intensely in- 
volved in the life of his child. Thus, interaction is rapidly established with the 
patient, and the process of his ego integration and development go forward by means 
of a transference relationship free from the destructive influences that originally 
induced his psychosis. 

With these two qualifications in mind, the objectives with respect to what con- 
stitutes cure and the psychological principles which provide the focus in the treat- 
ment of psychosis by direct analysis are basically similar to the principles developed 
by Freud in the treatment of neurosis; namely, working with the transference and the 
resistances. 


Physical environment. If a psychotic patient is figuratively and sometimes literally 
dying of starvation, as a result of emotional privations during infancy, it is under- 
standable that bringing him back to life or reality would involve continuous loving 
eare from a psychological family capable of providing him with the emotional 
nourishment essential for good health. Since a large institution is not a setting where 
warm personal relations can be sustained, Rosen, in his early practice, often brought 
a patient into his home when he could not find a suitable outside environment. He 
provided a family as well as psychological therapy, both of which are essential for a 
successfui fight against psychosis and which make possible the patient’s complete 
return to normality. Later, Rosen was able to develop his present organization, 
which he considers as a satisfactory treatment environment. 

Each patient lives in a home with a man and a woman who are members of 
tosen’s staff of assistant therapists. Depending upon the needs of the patient, there 
may be as many as four assistant therapists living with him. The various residences 
are located within a radius of not more than ten miles from Rosen’s home. When a 
patient is accepted for treatment, an attractive comfortable house (in a somewhat 
secluded location) is rented by a relative of the patient and becomes the patient’s 
home as long as he is in treatment. Rosen’s treatment sessions take place in the 
patient’s home and in the presence of his psychological family, which consists of 
the assistant therapists. In this way, there can be continuity and consistency of 
treatment over a twenty-four hour period. The assistant therapists all have had a 
background of psychological training including a personal analysis. The patient is 
the integral part of this family even though, initially, he may be so regressed that 
his physical body is almost the only evidence of a living human being. 

K, a 25-year-old male, was such a patient. Usually he was immobile with the exception of his 
arm which he occasionally lifted, looked at, and sometimes rubbed. He was completely incontin- 
ent. However, K sat in his chair in the living room, dining room, porch, or yard, whichever place 
happened to be the center of interest, and all through the day at least one of the four assistant 
therapists who lived with him was either doing something for K or making an effort to interfere 
with his voices and keep him in some kind of contact with reality. There were times when his 
delusions and hallucinations were intense and terrifying; then he might become violent. Several 
of the therapists, including Rosen, received a painful blow from lk when he first arrived. Now, 
everyone who has contact with K remains out of his direct line of attack by sitting at his side 
rather than facing him or by holding his hands while talking with him. It is understood that the 
therapists who are trying to communicate with K are the persons in that situation who have 
judgment; therefore, they are responsible for taking the necessary precautions for protecting 
themselves as well as K. K’s terror might appear suddenly and if he struck a blow, the therapist 
would have to defend himself and, in the process, might hurt K. Rosen pointed out that K had a 
history of severe punishment during his years of insanity when he received extensive shock treat- 
ment in various mental institutions. Previous to coming to Rosen, he had been in a private 
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hospital where psychotherapy was the only treatment given. But when K became violent, he was 
kept in isolation, in a padded cell, with his food pushed to him through an opening in the door. 
It was at this time that K’s family implored Rosen to accept their son for treatment. The progress 
has been exceedingly slow. However, in every treatment session that I observed, Rosen made 
some contact and at least for a few minutes we knew that K was with us. Some time during each 
day he was propelled, by holding his arm and gently pulling him, as he did not move spontaneous- 
ly, out of doors on the lawn where the therapists encouraged him to exercise. K had been an ex- 
cellent athlete before his psychosis became acute. The graceful and skillful movements were still 
evident although, at times, he was incapable of releasing a ball unless one shouted and thus made 
himself heard over the voices. Everyone in Rosen’s organization has been intensely interested in 
K and it was not unusual to find therapists who were not responsible for K spending some of their 
free time trying to communicate with him. Rosen regards K’s cure.as inevitable in view of the 
progress that has been shown. 


When the patient begins to show interest in and attention to other persons and 
activities, his social experiences begin within the organization. He and his therapists 
go to the homes of other patients and to Rosen’s farm. There are facilities for swim- 
ming, golf, tennis, and various other forms of recreation. A patient may resume his 
academic education, initially with a tutor who is a member of the organization, and 
later at college. Even when a patient seems to be safely out of his psychosis to the 
extent that he is ready to assume adult responsibilities in society, arrangements are 
made for him to remain in the treatment locality for at least a year so that the 
regular contact with Rosen may continue. However, this type of arrangement 
usually is necessary only for those patients who have been psychotic, and therefore 
out of contact with reality, for many years before being treated by Rosen. 

For example, when R, a 40-year-old patient, seemed to be reliably free of his psychosis after 
two years of treatment by direct analysis, it was arranged for his wife and children to live with 
him in his residence and without the assistant therapists. He secured a clerical job in the adjoining 
town. If he manages these responsibilities effectively during the vear, it is likely that he and his 
family will then return to his home, which happens to be in another country, and he will, after a 
lapse of 9 years, go back to his professional work. Obviously this type of planning is very expens- 
ive. However, when F, a patient whose financial resources were very limited, was able tu resume 
college work, he lived in one of the residences without expense to his family. He contributed 
services in the home of a patient whose needs at that time were extensive so that the assistance of 
four adults was required. 


TRANSFERENCE 


Transference is the medium in direct analysis for the cure of the psychotic as 
it is with the neurotic patient. However, the methods of handling the transference 
are radically different from the methods of psychoanalysis. Freud found that psy- 
choanalysis was ineffective with psychotic patients but explained this fact on the 
basis of their incapacity for transference. Consequently, he classified this form of 
mental disturbance as narcissistic neuroses in contrast to the transference neuroses. 

tosen defines transference as ‘‘a natural phenomenon in all human beings and an 

expression of the need for care.’’ He believes that transference in psychosis is so 
intense and often so complete, as compared with neurosis, that it has not always 
been recognized as the same psychological symptom. The neurotic patient, in treat- 
ment, tends to deny transference and initially insists that the feelings expressed 
toward his analyst have no connection with the past. His ego functioning permits 
him adequate awareness of reality to identify the analyst as a person different from 
his original parents. The patient gradually gains a recognition of the transference 
symptom, and the nature of his unconscious distortions, through the analyst’s inter- 
pretations. 

In contrast, the psychotic patient’s ego awareness is so diminished or frag- 
mentary that transference for him is likely to be a reality. For example, when C, a 
patient who will be described in greater detail later, was asked to identify me, she 
said, ‘“You are my mother... you went away. . . now you’ve come back,” then 
grimaced with disgust and spoke in obscenities. When the ego collapses, as it does in 
psychosis, the unconscious wish is expressed in its primitive form, devoid of all 
awareness of reality, and the patient is again narcissistic in varying degrees depend- 
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ing upon the extensiveness of the regression. In the treatment of psychosis, the 
problem is not the lack of transference but the lack of any assistance whatsoever 
from the patient’s ego. For this reason, the therapist’s methods must be concrete, 
vivid, imaginative, and immediate to correspond with the hallucinatory thinking 
of the psychotic patient who, for the time being, is under the influence of the un- 
conscious level of his personality. 

It seems to me that four basic principles are involved in handling transference in 
direct analysis while the patient is in a psychotic phase, until his ego is restored 
sufficiently for the type of mental functioning essential for the more traditional 
psychoanalytic procedures. These principles are as follows: interpretation of the 
transference needs at the oral stage of development; reproduction in real life of the 
role of a loving parent by responding actively to the emotional needs expressed by 
the patient; destruction of the image of the original mother (breast) to which the 
patient clings; and continuous insistence on the patient’s identification of the 
therapist as different and distinct from his hallucinated image of the past. I shall 
attempt to clarify these various aspects of the transference in direct analysis by 
providing excerpts from treatment sessions which give prominence to each. In the 
latter part of this paper, I shall try to convey the total effectiveness of Rosen’s 
method by summarizing a series of consecutive treatment sessions in the case of one 
patient. 

Transference needs are interpreted mainly at the oral level with a recognition of 
the terror associated with the early oral frustrations. One patient said, ‘I lost my 
eyes... I’ll take yours,’’ and accompanied her words with darting movements of 
her arm while fingers were held in a claw-like position. Rosen told her she had lost 
the breast . . . she knew her mother hated her and would never come. . . but he loved 
her. When this patient was coming out of a deeply psychotic phase she said, “I 
didn’t have any teeth... they were flying all around.”’ Rosen said, ““That’s what you 
imagined when you were crazy. It’s because you wanted to be a baby and suck.” 

Even when a patient’s symbolic language and actions suggest conflicts at a late 
stage of development, Rosen believes that the underlying injury is oral in nature 
and therefore these are the interpretations that make an impact upon the patient. 
When a patient said that a balloon burst in her mouth and she was spitting out the 
sperms and water, Rosen told her that she was spitting out her mother’s milk as it 
was poison. He asked if she would like to have him get her some food now, some milk 
that would taste good. The patient’s expression changed from disgust to pleasure 
and momentarily she stopped jabbering and moved close to Rosen. The meaningful- 
ness of this oral interpretation was further indicated because, on the preceding day, 
the same patient had responded to an assistant therapist’s interpretations, on the 
phallic level, with additional symbolic material, but without even momentary con- 
tact with the therapist. 

In the transference relationship, the therapist acts out the role of the good 
parent by providing emotional nourishment essential for a healthy psychic life while, 
at the same time, actively condemning with intent to destroy the original mother 
to whom the patient clings. The psychotic condition makes it possible for the 
patient to persist in the belief that his wishes are being or will be fulfilled by the 
original mother (breast). The hallucinations vary in form; one being the incorpora- 
tion phantasy, that mother is within him, under his complete power, therefore 
obeying all of his commands or punishing him. The patient is not likely to give up 
his hallucinatory and delusional regressed mental state until these futile expectations 
are abandoned and reality gratifications are forthcoming. 

When C, a patient in a florid‘ psychotic state, talked incessantly, Rosen repeatedly told her 
that her mother hated her, wanted her to die, would never come; but he loved her, he came to see 
her every day, he wanted her to be his daughter. 
4A term used by Rosen to signify a psychotic phase when mental controls are at their minimum; 

the unconscious imagery is expressed openly, continuously and unrestrainedly in speech and bodily 
movements. 
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Another patient, M, a 33-year-old man in a paranoid phase, complained of the evil spirits 
surrounding him, including Rosen. He demanded that he be allowed to return to his mother’s 
home. Rosen said, ““Your mother told me that she gets goose pimples when you go near her. She 
hates you.”’ M stopped talking about his mother but continued on the theme of the bad environ- 
ment provided by Rosen; the patient said he would be all right if he could go to Paris to resume 
his study of painting. Rosen promised very seriously to give him the money needed for studying 
in Paris. After some bargaining, M became triumphant when his request for $6,000 was granted. 
The condition was that the money would be given when M was perfectly normal. A few days 
later, after M asked to have his easel and paints brought out of storage, for the first time in 8 
years he began to paint. In his youth, M had been acclaimed by well-known artists as a genius 
and had been compared to Michelangelo. Also, he possessed unusual literary talent and had 
writings published before his psychotic breakdown, at 16 years of age. For 15 years prior to com- 
ing to Rosen, this man had been in mental institutions where he was subjected to intensive and 
continuous electric and insulin shock treatments. As M gradually returned to a normal mental 
state, we wondered, often, whether his brain and nervous system, after the unmerciful assaults of 
mechanical and physical devices could, ever again, produce the inspired, creative work proportion- 
ate to his original talents and capabilities. 


The need to destroy in order to expel the image of the original parent from the 
mental life of the patient may seem drastic. In the case of some psychotic patients, 
the case histories reveal blatant cruelty shown toward the patient during infancy and 
childhood but in other instances the lacks shown by the mother seemed to be no 
more conspicuous than might be found in the history of a neurotic patient. The 
extreme measures resorted to by the therapist such as insisting that the mother 
hated the patient, wanted her to die, offered her only poisonous milk or a stony 
breast are enforced, in part, because of the mental condition characteristic of psy- 
chosis. Reasoning and judgment are no longer at the person’s disposal. If a young 
child were drowning and fought against all efforts at rescue insisting, that he wanted 
only his mother, and the mother remained unconcerned or timorously ineffective on 
the distant shore, one would not hesitate to destroy his desire for his mother, for the 
time being, whether his danger was caused by his mother’s willful neglect or by her 
unconscious negligence. The evidence is that this approach in direct analysis is 
effective. The patient does give up his hallucinatory and delusional regressed mental 
state when the futile hope of gaining a nourishing breast from the original mother is 
abandoned. 

When I first heard Rosen make such extravagant promises to patients, as 
financing M’s studies in Paris, telling C that he wants her to live with him as his 
daughter, or S that he wants to marry her (based on oedipal level of development), 
I had some doubts regarding this duplicity. However, the significant point again 
is the favorable response of the psychotic patient who is assisted in coming out of 
his psychosis by these promises of love, protection, or various other rewards. Rosen 
offers incentives with the sincerity of a parent who in reality would make every 
effort possible to obtain the moon if he thought it would save the life of his child. 
When the patient comes out of his psychosis and his ego begins to function he is 
capable of judgment with the result that he does not seem to feel disappointment nor 
hold any resentment against Rosen for not fulfilling his promises. In fact, as the 
patient becomes more aware of reality and gains strength in his own personality, 
the thought of being the therapist’s child or marrying the parent figures becomes less 
desirable or as incongrous as it appeared to me when I first heard him make these 
offers. Rosen®? has spoken and also written about cured patients who remembered 
that they had some awareness, even in their psychotic state, that his promises were 
not to be taken literally. I believe that this method is one more instance of Rosen’s 
complete lack of conflict about the theory of psychosis, that the psychotic patient 
has regressed to the infantile period and really does not have the ego awareness that 
his size, strength, and even his language at times imply. 

The parent also has a responsibility for the socialization of his child and Rosen, 
as the psychological parent, helps his patient develop a superego that is appropriate 
for healthy adaptation to a civilized society. For example, he told B forcefully that 
he did not wish to hear any more dirty words, and another time insisted that she sit 
on the toilet and move her bowels there rather than soiling her pants. He com- 
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manded M to eat properly rather than spilling food on the table and floor and 
angrily told him that he would not invite him to dinner at his home until he stopped 
being sloppy. These prohibitions were not made in a cajoling or wheedling tone but 
were genuine commands which the patients made an effort to obey. The problem 
with respect to this aspect of his treatment is the timing. When a patient and Rosen 
have been using obscene language for weeks (one psychiatrist accused Rosen of 
treating his patients by using dirty words), and then one day Rosen forbids the 
patient the use of these dirty words, one is likely to wonder if there is any consist- 
ency in his methods. However, the problem of timing may not be very different from 
what it is in the socialization of the young child. A sensitive mother, who has no 
personal conflicts in these areas and who is emotionally involved with or attuned to 
the needs of her baby, knows when he is capable of restricting his primitive enjoy- 
ments, without unhealthy guilt or fear, and can begin to sublimate and enjoy the 
satisfactions that come from abiding by social customs, thus gaining the approval of 
persons who are important to him. 

One additional aspect of working with the transference in direct analysis is the 
strong emphasis on helping the patient separate the present from the past, forcing 
on him an awareness of the present. When B told me that I was her mother who had 
come back to her, I explained that I was not her mother. Her mother hated her, 
would never come back, but I loved her and would help take care of her now. Ordin- 
arily, with the psychotic patient, the therapist does not encourage projections and 
additional associations. When Y was listening to his tormenting voices, if he were 
not forced to distinguish between the voices and the therapist, the therapist might 
be struck. Therefore, the therapist insisted that Y look at him, identify him by 
name, tell him where the voices were located, and, if Y mumbled a name that was 
comprehensible, immediately told him that the person was not inthe room. At times 
it was necessary to shout or physically move Y’s head so that he would be facing the 
therapist; then the simple commands could better penetrate through the noise and 
confusion of Y’s delusions and hallucinations. There are times when Rosen does 
participate in the delusions and tells the patient that he will protect him from what- 
ever figure is threatening him. Although the objective, in the psychoanalysis of the 
neurotic patient, also is to help the person distinguish between the parental figures 
of the past and the analyst, the neurotic patient tends to deny the influence of the 
past; consequently, initially it is necessary to encourage projections and an aware- 
ness of the phenomenon of transference rather than to discourage them. The essential 
difference is that the neurotic patient wishes that the analyst would become the good 
parent or thinks that the analyst resembles the original punishing parents; whereas 
the psychotic patient believes the therapist 7s the original parent and completely 
denies him any other identity. 


COMPARISON WITH PSYCHOANALYSIS 


It is evident that the method of handling the transference in direct analysis isin 
complete opposition to the method of psychoanalysis. In direct analysis, Rosen 
responds actively to the emotional needs symbolically expressed by his patient. The 
reasons for not responding to the infantile wishes of the neurotic patient in psycho- 
analysis are well known. The neurotic patient is mentally capable of maintaining his 
contacts in professional, social, and family life even though these relations may be 
superficial and unsatisfying. As he progresses in treatment, he begins to gain more 
satisfaction from his relations with other persons, which experiences, even though 
they may be fragmentary initially, do provide evidence of what he may expect on a 
more permanent basis in the future. Thus treatment can continue along the line of 
strengthening his adult personality without the necessity of the analyst acting out 
the parental role as if the patient were a child. But in psychosis, not only has the 
person lost his capacity for object relations but, in addition, is so helpless that he 
must live in a sheltered and restricted environment. He must, necessarily, be treated 
as a child. The initial emotional satisfactions essential to induce him back to reality 
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and away from the dream life of his unconscious must come from his therapist and 
the assistant therapists who live with him. 

As one would expect, Rosen’s patients tend to show greater dependency on him, 
even after their cure, than is shown by the neurotic patient who has successfully 
completed his analysis. He continues to be a parental figure of vital importance to 
his patients long after the conclusion of their treatment. For example, a former 
patient recently called long distance to ask Rosen’s opinion about a surgical opera- 
tion that had been advised. When there are important decisions to make, or when 
there has been a particular disappointment or pleasure, it is common practice among 
his patients to write, telephone, or request a consultation with Rosen. These re- 
quests are always met with an immediate response. However, this does not necessar- 
ily mean that the former patient is incapable of the maturity essential for adult life. 
Normal, well-adjusted adults often require support and advice from friends, rela- 
tives, or parental figure who can be relied upon for wisdom and consistent under- 
standing. Therefore, the continuing contact with Rosen, the therapist, does not 
inevitably indicate persistence of infantilism or weakness. The extent to which his 
availability is indispensable to the well-being of his patients is impossible to deter- 
mine at this time. 

The practice of discouraging and guarding against this type of continuing de- 
pendency throughout the psychoanalysis of a neurotic patient can be readily under- 
stood. When a crutch is essential for life, as it is with the psychotic patient, one does 
not hesitate to provide it even though the patient may have difficulty in relinquishing 
it later. But it would be inadvisable to encourage or promote a condition of helpless- 
ness or dependency that is not in keeping with the strength possessed by the neurotic 
patient in treatment. 


RESISTANCE 


The psychotic patient, like the neurotic, fights against giving up his illness and 
periodically shows strong resistance against the therapist who is striving to bring 
about a cure. Consideration will be given first to the reasons for resistance in 
psychosis, in relation to Freud’s formulation for neurosis, and then to the mechanism 
of resistance in psychosis. Freud wrote, ‘‘Because in analysis we unearth the libido 
of the unconscious, all of the forces which have brought about the regression of the 
libido will rise up against our efforts.’’“) In psychoanalysis, the resistances shown 
by the neurotic patient are related, to a large extent, to repression. When the re- 
pressions are lifted, the unconscious fixations come into the awareness of the neurotic 
patient, they prove to be unattractive to his adult personality and are relinquished. 
In contrast, repression in psychosis is at a minimum. The unconscious is already un- 
covered and displayed in varying amounts depending upon the degree of regression. 
Moreover, confronting the psychotic patient with his libidinal impulses in direct 
analysis usually establishes a closer bond with the therapist, a feeling of relief that 
someone understands his language, rather than arousing resistance. Thus far, it is 
not difficult to understand why the psychotic patient, unlike the neurotic, does not 
find these infantile libidinal preoccupations unattractive, and thus gives them up, 
since his capacity for ego functioning has regressed to the point where it is impossible 
for him to make this kind of critical evaluation. But the psychotic patient does show 
resistance to treatment and resistance is an ego process. In the case of the neurotic 
patient, resistance is carried on by one aspect of his mental life which is still in the 
service of his repressions and is in conflict with his better judgment; the latter, the 
conflict-free area of ego development, is at one with the purposes of the analyst, in 
freeing him from his neurosis. One then might ask what level of ego development 
or type of mental functioning is available in psychosis and what purpose does re- 
sistance serve. 

It seems to me that omnipotence is the prominent mechanism of resistance 
underlying the great variety of devices utilized by psychotic patients. The con- 
spicuous contest between the patient and therapist, in treatment by direct analysis, 
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is in relation to the patient’s struggle to safeguard his feeling of omnipotence which 
represents power to obtain a blissful infantile state. In the primitive, undifferentiated 
ego state of the newborn infant, unlimite’ omnipotence persists as long as no con- 
ception of objects exists. The baby has nv understanding of causality; thus, when his 
cry is followed by relief from pain, he can\.ot know that an outside agent, mother, 
did something that made him feel comfortable. The psychotic patient, like the 
infant, is unaware of persons around him or of their usefulness to him. He exercises 
his omnipotence, but with no effect, since his pain, in contrast to that of the infant, 
is psychical rather than physical and cannot be relieved by food or changes in temper- 
ature. Also, the ineffectiveness of his omnipotence is likely to be a repetition of early 
infantile experiences when his cry had no salutary effect . . . when the breast was 
stony,® the milk poison, and he felt pain rather than bliss. 

The psychotie patient tenaciously clings to the omnipotence of his primitive, 
hallucinatory thinking and fights against an awareness of reality, since this would 
lead to a recognition of his powerlessness and his dependency upon others, an injury 
so severe that it resulted in giving up all object relations. However, the magical 
devices of the psychotic patient are exceedingly ingenious and intricate in comparison 
with the simple cry of the baby. 


Methods of handling resistance. In direct analysis, Rosen attacks and undermines the 
patient’s use of omnipotence whenever it appears, beginning in the first treatment 
session and continuing until the mechanism is completely destroyed or relinquished. 
This coincides with the patient’s return to reality and normality. In this contest, 
where Rosen’s adroitness and skill are spectacular, one wonders how many persons 
are endowed with the perspicacity and mental agility that make it possible to outwit 
the psychotic. Very likely it is similar to other aspects of treatment in that Rosen’s 
strong emotional involvement with his patient and his determination to save him 
intensify his resourcefulness so that he is successful in out-maneuvering the extra- 
ordinary strategies utilized by the psychotic patient who is convinced that giving up 
his omnipotence is tantamount to annihilation. 

One crude method of undermining the power of another person is by ostenta- 
tiously establishing one’s own superiority. Mrs. Y, a new patient who showed 
paranoid symptoms at the time of admission, maintained a dignified, polite formality 
during the first session. When she casually referred to a possession worth five thous- 
and dollars, Rosen immediately said that he had recently cured a potentate of India 
who left him shares now worth twenty million dollars. In an indifferent tone, he 
added that he is no longer concerned about or interested in money; it is of no import- 
ance to him. Mrs. Y then mentioned the name of a prominent person and asked if he 
were acquainted with the man. Rosen said he knew him, but he associates with 
people from a much higher social strata and named several internationally famous 
persons. Finally, he accused her of being a social climber. 

An allied device is that of claiming to have more important delusions than those 
held by the patient. When Mrs. Y said she would like to take a trip to the sun, 
Rosen quickly said he was visiting the sun that afternoon and on his next trip, he 
would take her with him. Later, Mrs. Y said she had noticed some uranium on the 
grounds. Rosen enthusiastically told her that she should see his home. He has not 
only uranium but also gold and silver on his grounds. Then, very seriously, he con- 
fided to the patient that at one time he had been insane and had thought he saw 
uranium, gold, ete., when they really were not there. But he went to a doctor and 
now is completely cured. He no longer thinks he sees things that are nonexistent in 
reality. The patient politely inquired about the name of the doctor and Rosen asked 
if she had heard of Sigmund Freud. 

When a patient denies his psychotic condition, as paranoid patients tend to do, 
Rosen always tells them that he had been psychotic, had the identical symptoms 
that they have and that he was cured. This is a sound psychological strategy as it 


‘Interpretation made by Rosen 
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provides no basis for argument as to whether or not the patient is psychotic, a form 
of interchange in which paranoid patients are unusually adept. It also removes the 
aura of secrecy concerning this illness and establishes the fact that cure is expected. 

Another device used by Rosen is that of reality testing in order to dramatize 
the absurdity of the omnipotent delusions. He has termed this method reductio ad 
absurdum. A patient who had been maintaining for some time that he was God was 
told, during one session, that if he were God, he should be able to walk on air. He 
was asked to stand on a chair and demonstrate this omnipotence by walking into the 
air. M, the patient, made several attempts and rationalized each time he fell to the 
floor; after that session, this high level of omnipotence was renounced completely. 
A few days later, M insisted that he should be given his freedom and tried to con- 
vince Rosen that a well-known university would admit him as a graduate student. 
He was so certain of his admittance that he agreed to call the registrar. During the 
telephone conversation, Rosen demanded that M give all the facts, which included 
not having a high school diploma, and this omnipotent phantasy was also reduced 
to an absurdity. A few weeks later, when there was conspicuous improvement in 
M’s judgment and awareness of reality, Rosen referred to the content of M’s former 
magical thinking and asked the assistant therapist to describe in detail several 
of M’s delusions of omnipotence. At first, M angrily denied all ownership of the 
thoughts and behavior that were being described. Then he became embarrassed say- 
ing the therapist made them sound completely absurd. Finally he admitted the fact 
that he had had thoughts of this kind. Rosen repeatedly displays to the patient, 
when he comes out of his psychosis, his former omnipotent phantasies so that the 
patient, at a conscious level, can understand and evaluate his unconscious processes. 
tosen refers to this technique as placing a distance between the patient and his 
psychosis. This type of mental appraisal occurs naturally in the psychoanalysis of a 
neurotic patient as the latter has’ adequate ego functioning during the course of 
treatment to enable him to understand and evaluate the nature of his unconscious 
preoccupations as repression is lifted. 

The methods described above make sense and can be used effectively only with 
a patient who still retains areas of sustained rationality or who, during the course 
of treatment, begins to develop some degree of judgment. With psychotic patients 
who are more deeply regressed, the methods of attacking their omnipotence are 
necessarily different although the underlying principles remain the same. If a patient 
is so far out of contact with reality that words have no meaning, Rosen proves that 
he is more powerful than the omnipotent phantasy held by the patient by using 
physical force. 

A patient who had been in a phase of florid psychosis, next attempted to maintain a state of 
mutism. Whenever she momentarily resorted to this magical device, Rosen squeezed her hand 
and persisted until she finally screamed with pain. _ Immediately he told her that her scream proved 
that she felt pain and that her pretension of numbness or death in order to placate mother would 
not have a chance of success with him. He was more powerful than mother whom she feared or 
any of the magical thoughts or devices she used. 


When a paranoid patient believes that dangers can be warded off by means of 
certain rituals, Rosen often attacks the omnipotence of the danger as well as of the 
ritual by demonstrating that his power to punish is even greater than the phantasy 
held by the patient so consequently the ritual can offer no protection. Rosen then 
explains that he will not use this power against the patient because of his love for 
him and his desire to protect him. 


The effect of this strategy was dramatically revealed during a session with M who habitually 
made complicated signs with his fingers then placed his hand over his penis. During one session, 
Rosen seriously and methodically opened his pen knife, twirled it on the key chain to which it was 
attached, gazed at M and calmly told him that he, if he wished, could cut off M’s penis. He re- 
peated the statement several times. M’s irrationality disappeared and he began to talk sensibly. 
He became angry saying it was not right to treat him by threats and punishment. Rosen re- 
iterated what he could do if he wished, then smiled and conspicuously closed his knife saying it was 
in his power to destroy M’s penis but he would not do it. 'M’s manner chi anged completely. He 
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sat down on a couch where Rosen was sitting, moved close enough to rest his elbow on Rosen’s 
shoulder (M had always avoided close physical contact with another person), smiled with ob- 
vious pleasure and asked Rosen if he would find a rich wife for him. 


Although I had previously heard this particular technique described, it was 
startling to observe the influence on a patient. Rosen convincingly dramatized his 
power, the childish conception of the parent’s power which the psychotic patient 
projects on the entire external world, then proved by his action that this power 
would not be used to harm but only to protect the patient, his child. The psycho- 
logical principle is readily understood in relation to the early life of the infant. The 
original infantile period of helplessness in a gargantuan world can be terrifying unless 
the child is safe and secure in the protection of a strong, competent parent whose 
power is for the purpose of safeguarding the child rather than harming him. 

Direct reciprocation is a technique sometimes used by Rosen with patients when 
their capacity for judgment has improved and their resistance is, at least in part, 
consciously determined. 

S was a patient who had been institutionalized for eight years before coming to Rosen, and, 
within a year, had been brought out of her manifestly psychotic phase. Rosen then began to 
confront her with certain reality problems about which she had been unaware, one being that her 
husband was negotiating for a divorce. This patient’s father died before her birth and her mother’s 
neglect had been conspicuous. When informed about her husband, 5 resorted to omnipotence but 
in the guise of a weapon directed against Rosen, a mechanism that was noticeably different, with 
respect to degree, from the completely unconscious omnipotence of her former deeply psychotic 
phase. To protect herself from experiencing another desertion, she attempted to weaken Rosen 
as if her problem would not exist if she could destroy the informing agent. Her phantasy of being 
loved and cared for would remain undisturbed if he were silenced. It is understandable why a 
person will sacrifice consciousness, become psychotic, when a recognition of reality revives un- 
bearable pain. This reaction is different only in degree from the normal or neurotic person who 
may resort to sleep when there is expectancy of discomfort during the day. However, by this 
time, S’s transference involvement with Rosen was strong enough so that her contact with him, 
an object in reality, could be maintained. In a biting, sarcastic tone, she told him that he was a 
little white mink, a five by five; she said she couldn’t trust him because he had unattractive gray 
hair, etc. Rosen then reciprocated by telling her that she had wrinkles, was ugly, and no one 
would wish to have sexual relations with her. S closed her mouth tightly after saying she had 
given all of her thoughts and if he didn’t like them, she would remain quiet. Rosen then ignored 
her and conspicuously directed his attention to those of us who were in the room with conversation 
that was far removed from the person of 8. Gradually, 8 began to move restlessly, sat up, straight- 
ened her hair, and spoke in a loud tone to one of the assistant therapists Rosen turned toward 8, 
smiled and told her that he loved her, a direct transference interpretation in response to her ob- 
vious efforts to gain his attention. He said she had been angry because her husband deserted her 
as her father had done. S shrugged her shoulders in a hostile manner but at the same time said 
her neck hurt. Rosen said he would kiss it. She then said her mouth was dry. 


When resistances are overcome, at any given time, by undermining the patient’s 
phantasies of omnipotance, transference needs are again expressed and progress in 
treatment continues; a sequence very similar to that which occurs in the psycho- 
analysis of neurotic patients. 

The above descriptions of resistance and the methods of handling resistance in 
direct analysis have been limited to a consideration of the mechanism of omnipo- 
tence, the type of ego functioning which, I believe, is singularly prominent in psy- 
chosis; that is, during the period when object relations are nonexistent or are radi- 
cally precarious. When the patient has regained consciousness or, in the case of a 
patient who retains areas of mental functioning where reality awareness is sustained, 
the mechanisms of resistance will be as varied and extensive as those possessed by a 
neurotic patient. 


DURATION OF TREATMENT BY DrrecT ANALYSIS 


The time required to bring a patient out of his psychotic state, by the method 
of direct analysis, depends upon the duration of the psychosis and the type of pre- 
vious treatment to which the patient has been subjected rather than the degree of 
regression or the particular psychotic phase manifested at the time. Rosen has re- 
peatedly demonstrated that he can free a person from his psychotic condition within 
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a period of weeks when the onset of the psychosis has been recent and if the person 
has not had shock treatment and has not suffered from neglect and other forms of 
cruelty encountered in many inferior mental hospitals. The patient will require con- 
tinued treatment for neurotic reactions but he will not be psychotic. 

The patients described in this paper had been undergoing treatment by Rosen 
on a long term basis, and were at varying stages of recovery. All of the patients in 
this group, before coming to Rosen, had been in mental institutions for periods rang- 
ing from 5 to 15 years and, with the exception of one patient, had received extensive 
insulin shock combined with electro-shock therapy. 

The patients whom Rosen has found to be completely recalcitrant to cure by 
the method of direct analysis are those who have had lobotomy or some other form 
of brain surgery performed. 

ILLUSTRATIVE CAsE HISTORY 

in preceding sections, the method of direct analysis was described by delineating 
a variety of techniques utilized by Rosen, including my impression of the psycho- 
logical rationale underlying the techniques. Now, I shall attempt to present a syn- 
thesis of Rosen’s method by summarizing his treatment sessions with one patient 
over a period of about two months while the patient progressed from a deeply psy- 
chotic condition to a state of reliable and securely established contact with reality. 
First, the patient will be described as she appeared during one of the sessions; then, 
a few pertinent facts concerning her early history will be given; then the sequence 
of changes during 40 consecutive treatment sessions will be summarized. 


C was an 18-year-old girl who had been in a phase of florid psychosis for about two weeks. 
Her appearance was disheveled, her black hair was snarled and aa ey her dress recently 
torn. She spoke and gesticulated wildly, rolled her head back and forth, but sat near Rosen on a 
couch, sometimes momentarily resting her head or arm on him. She consistently withdrew from 
physical contact with all persons except Rosen. Her speech, which was rapid and without pause, 
consisted of obscene language interspersed with dissociated phrases such as: ‘“That isn’t my arm 
. I’ve got your eyes... geton the railroad track ... a train ran over you . . . there, it’s snapped 
... It’s popped again... I’m embryonic ...something’s growing in me..:. I’m the baby ... I’m 
holding the tail . . . don’t cut if off ...it burpsme ... oh, I’ve convulsed again... your tail... 
you’ve dropped it ...’’ ete. During this barrage of words that lasted at least 20 minutes, Dr. Rosen 
made a few interpretations. Evidently some of his words or his voice were heard by C as she 
finally became quiet. One might attribute the pause to exhaustion but I had seen the patient, at 
times when Rosen was not present, continue in this state of agitated talking and bodily move- 
ment for several hours. When she was quiet, Rosen, in a forceful tone, told her that her talking 
and screaming would never be heard by her mother; her mother had left her, did not care for her, 
and would not come even though she called all night; her mother would not come even if she ex- 
pelled all of the dirt, even if she sat on the toilet forever. (The patient literally sat on the toilet 
for hours while speaking mainly in obscenities.) He then said her mother hated her but he loved 
her; he came every day to see her; he would take care of and protect her. C had been gazing 
intently at Rosen while he talked and apparently comprehended what he was saying. Abruptly 
she moved away from him, crossed her arms, and in a clipped, hostile tone said, ‘“Thank you.’ 
Again he told her that she was angry because her mother left her but he loved her and came every 
day to see her. It was a profitable session as C, after almost two weeks, was maintaining more 
than momentary contact with reality; thus, for the time being, she was not listening to or living 
with her torturing voices exclusively. She was still fighting but — Roser *n, areal person, who 
was thwarting her futile efforts to obtain the hallucinatory mother, breast, and emotional satis- 
faction to which her psychotic mental state had been devoted. 


Early history. The following information is limited mainly to facts given by the patient’s father 
after the session described above. (A parent who visits a patient is always free to remain during 
the treatment sessions.) The father explained to those of us who were present that C’s mother 
rs ud become psychotic (and was immediately institutionalized) following the birth of this child. 

’ lived with him and his parents until she was 3 years of age. Then, for a short pe riod of time, 
a lived with her mother but when her mother’s condition again became critical, C was taken by 
another relative. The father said that C was a bright child; not only bright, but pert and cute. 
He was exceedingly proud of her. At 4 years of age, she could read.: It was not until she was 8 
years old that he noticed any evidence of social maladjustment. Rather than playing with child- 
ren of her own age, she selected younger children whom she treated as if they were her babies. 
At 14 years of age she became alarmingly depressed and talked about w: anting to kill herself. It 
was at this time that psychiatric help was first obtained. The father was advised that shock treat- 
ments might bring her out of her depression. She received electric and insulin shock therapy over 
a period of a year. (The only information given by the hospital where she had been institutional- 
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It would be satisfying to report that C, at this point, was cured or at least that the fight 
against her psychosis was at an end. However, even in the treatment of a neurotic patient, after 
one strong and important defense is given up and the patient appreciates the pleasantness of 
reality, when freed from the distortions of the past, frequent periods of vigorous resistance will be 
encountered again before the final resolution of the mth, ted During the ten succeeding days, C 
resisted any additional loss of her psychosis and Rosen fought with a variety of tactics, including 
physical force, in order to defeat her He knew that unending effort was necessary. However, 
while observing this struggle, it became understandable why many trained wes xBOnS, who may feel 
optimistic when starting work with psychotic patients, are willing to accede defeat with the 
rationalization that the most you can expect is a remission 


Summary of sessions during catatonic phase. During this period, C’s psychotic phase was quite 
different from her preceding manic state. Rosen had defeated her mechanism of unlimited om- 
nipotence, when she couk { ‘give attention only to her confused hallucinations. Now, she recog- 
nized Rosen as a person in reality but as someone who signified danger to her with respect to the 
retention of her psychosis. Her omnipotent mechanisms now were more clearly defined and bore 
some n semblance to the delusional devices in paranoia. In a mental hospital it is likely she would 
have been classified as catatonic. She remained relatively quiet and there was a fixity and slight 
rigidity:in her musculature. The retentiveness was also apparent in her physiological processes 
as she retained her feces for more than two weeks and urinated only at intervals of one and a half 
to two days. The few words she spoke often made sense in that what she said was comprehensible 
at a conscious level. However, when questioned directly or asked to identify familiar persons or 
objects, she always gave bizarre answers. Rosen told her she was trying to remain crazy and he 
would not let her win. When asked to name one of the therapists she was likely to say, “‘A mule 
one of the kids from ---- school Paul Whiteman,” etc. When these irrational answers were given 
tosen squeezed her hand until she screamed in pain. He seriously told her that he would con- 
tinue until she gave the right name as she was trying to re mi in ¢c P= and he would not permit it. 
Almost always when he persisted in squeezing her hand, C finally identified the person correctly, 
usually giving the full name including the middle initial or name and title. It was difficult to 
know whether the fear of coming closer to reality produced in the patient a hysterical reaction 
with temporary amnesia or whether she was conscious of giving bizarre responses. Another om- 
nipotent defense utilized by C was that of numbness and insensibility to pain. Again, it could not 
be determined whether the strength of her unconscious anesthetized her or whether the stifling 
of all sounds represented a stoicism that might be admired if it were not for the fact that it was in 
the service of her insanity. Rosen continued squeezing her hand until she finally screamed and 
called for her mother. He then told her that the pain proved that she was alive. She was trying 
to die in order to please her mother but he would not permit her to die or remain insane because he 
loved her. Again he told her that her mother hated her and would never come. He forcefully 
asserted that his power was greater than her insanity and all of her magical tricks; he would con- 
tinue exercising his great power until she stopped being stubborn as he absolutely refused to allow 
her to remain psychotic. After more than ten days of resistance, the assistant therapist reported 
that C kissed the arm of the chair where Rosen had been sitting, and sang x softly what sounded 
like a lullaby. I returned later that day when Rosen was not present. C greeted me with obscene 
language but soon asked me to hold her hand. She said my hand felt good and, in the form of a 
dialogue in which she took both parts, she dramatized the separation from her mother. She kissed 
her knee and named it C; then spoke to a voice saying the mother doesn’t want the baby; then 
kissed her knee again, looked at me, and asked if I would take care of her. 


Summary of sessions during restorative phase. During the following week, after C’s rigid and clearly 
defined omnipotent defenses had alsd been defeated, her outstanding characteristic was the ex- 
pression of strong emotional feelings, both grief and pleasure. Until this time, C’s emotions had 
seemed unreal and inappropriate in relation to reality, with the exception of her momentary re- 
actions of anger at Rosen, her temporary grief when coming out of her deeply psychotic phase, and 
her later expressions of pain when her hand was squeezed. In this third 0 why when her emotions 
were predominant and real, her body seemed pliable and soft. The earlier muscular tautness and 
rigidity, the continuous chatter, and later clipped mechanical speech or stolid sile ence had disap- 
peared. Now, she resembled a very young child whose feelings are vulnerable and quickly revealed 
One day, C looked particularly dejected and pathetic. She asked if someone could explain her 
sickness .. . her heart was broken and she had no breath. Rosen gently told her that her heart 
was broken because she knew that her mother didn’t love her but also she knew that he loved her. 
It was because of his love that she gave up her insanity . . . now, she was his daughter. He also 
explained that it was the breast she lacked, not breath. During this period, C intermittently re- 
ferred to being a bad girl, promised not to be bad again, and pleaded with him not to give her 
shock. Rosen forcefully told ny ‘ry that insanity was not the same as being bad. She could be a bad 
girl if she wished and he would still love her but he would not let her remain imsane. C responded 
by sitting close to him and re sting her head on his shoulder. During this phase, Rose on fre quently 
asked C to identify persons or objects in the room and she willingly cooperated. On - e occasion, 
she laughed recalling that she had not been able to see the bookshelves last week wher he hs ad ask- 
ed her to count them. At this time, when C gave an irrational answer, she was encour zed to give 
associations and work toward an understanding of the meaning of the unconscious symbolic 
material, For example, when sitting on Rosen’s lap in a large rocking chair, C grinned and said, 
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“T was reading the pages of a book.’ He asked what book and C said, ‘The Bible.”’” Rosen smiled 
with pleasure and said he wished that he had some steamed clams. C made a facial grimace and 
was asked if she had heard a voice. She nodded, saying, ‘The boy said I had eaten all of the 
turtles but I hadn’t.’’ Rosen asked if she were crazy a i C said she was no longer bad. She then 
talked at lel gth about good girls and bad girls C’s speech, actions, and ge neral behavior re- 
sembled those of a very young child tosen asked her how old she was and ¢ said she was one year 
of age, and added that there was a little girl under the stairway. 
To those of us who were present, tosen explained that in his ¢ perience with psychotic 
language, book is likely to represent mother and mother is equated with the breast. Therefore, he 
responded directly to C’s wish with a similar desire for food He did not make the intellectual 
interpretation to C as it was more important at that time to encourage her associations for the 
purpose of penetrating the amnesia surrounding her prepsychotic life He thought that her image 
of the little girl unde the stairwa might be a real memory, and speculated as to whether or not 
itv or whether she would retreat 1n Tear. 
Before we arrived, the assistant 


she would be a 

The next session, C’s expression was that of extreme terror. 
therapist heard her say she would die if she said ar ything more to Rosen. When Rosen spoke to 
her, she looked frightened and remained quiet. Again, she resort d to mutism but this time it was 
her terror that was obvious in contrast to her former stoic defiance. Rosen told C that he was more 
powerful than her mother, more powerful than the pur ishing God whom she feared, and he would 
protect her. C continued to gaze at him with an expression of intense fear He then said he would 
have to squeeze her hand again to prove to her that her magical device of playing dead would not 


work. Although Rosen merely held her hand gently while C began to scream and cry in a 
hysterical fashion, then settled down to continuous ind prolonged moaning C’s awareness ol 
Rosen, a figure in reality, had become suff ly well « ished by this time to convince her 
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n from that of gloom to Joy as Ul trying to decide whether or net 
der, rocked the chair violently 


was overwhelming continued moaning 


times shifting her facial expresso 

to give up the fight. Suddenly, she lay her head on Rosen 

und sang various lul 
The next day, t 

pe riod while I had been observing 4 

attractively, was wearing lipstick, and | 

7. | 


labies and jingles 
here was a spectacular increase in C’s Judgment. For the first time, during the 
| rance seemed healthy. She was dre ssed 
had been brushed until it was glisten- 
very sensible as she t alked with Rosen. In a natural and 
she was normal, didn’t think she had any crazy 


Rosen’s joy in her recovery was obvious as 


ing. She looked beautiful and se« 
relaxed voice, she told him that she thought 
thoughts, and would be glad to answer his questions 
new why she had been crazy. © sal 1it mi 


Rosen explained to her that she became 


he asked her if she k ght take a few minutes to think of 
the answer and added that she wants to be a good girl 
crazy because het mother wished her to be de ad, and she had become norm il because she knew that 
he loved her and wanted her to be his daughter C agreed ana 1d 
her to name the year 1 is 1956, id i y Asked if she felt one year ol 
wwe C la ighed and § ( ne aia, > elt g od, nd he had felt so ler ible betore When | left 
hove, C’s contact with reality 

ality but her judgment was 


| 1 said she felt very young Rosen asked 
I 


Rosen’s organizat 
seemed to be re 
steadily expanding 
In a report obtained two months } 6 C’s mental cor 


I 
tinuing treatment W is in relation to he neurosis It was expe ted that she would resume her edu- 


lition was nonpsychotic and the con- 


t 
eation and outside contacts within a few months, ntinue in analysis on a nonresident basis 
Rosen’s experience has been th t a patient who recovers Irom ps) hosis by the method of direct 
analysis, progresses very rapidly, as compared with a nonpsychotic patient, with respect to a 


resolution of his neurosis. 


SUMMARY 


Direct analysis in the treatment of psychosis has been described with emphasis 


on the psychological rationale underlying this method as compared with psycho- 
| 


analysis in the treatment ol neurosis. 

It is believed that a successful resolution of the psychic conflicts in psychosis 
occurs through the process of working W ith the patient ’s transterence symptoms and 
To this extent, direct analysis is similar to psychoanalysis. How- 


his resistances. 
1 the resistances in psychosis, as a result of 


ever, the intensity of the transference an 
diminished ego fun tioning, require methods of treatment that are radically different 


from the method of psychoanalysis 


éPersonal communication with Dr. Rose 
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The various methods utilized by Rosen in successfully generating emotional and 
verbal interaction with psychotic patients have been described and documented with 
brief excerpts from treatment sessions. For the purpose of conveying the total 
effectiveness of direct analysis, consecutive treatment sessions, during a two month 
period in the case of one psychotic patient, were summarized. 

Probably the most significant consequences of Rosen’s method are that it has 
been successful with patients who have presented the severest form of psychotic re- 
gression; and that the duration of time required for treatment is relatively short as 
compared with many of the methods of psychotherapy adapted to psychosis hereto- 
fore reported in the literature. 
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STRUCTURING ECLECTIC PSYCHOTHERAPY FOR THE CLIENT 
FREDERICK C, THORNE 


Brandon, Vermont 


INTRODUCTION 

Eclectic psychotherapy frequently requires a more detailed structuring for the 
client about what is to take place than less active methods. Because eclectic psycho- 
therapy may involve use of a large number of active methods and requires a cor- 
respondingly increased flexibility of reactivity on the part of the client, it may be 
expedient to tell him what to expect and what is happening at many points during 
the therapeutic process. The purpose of this paper is to outline a number of situa- 
tions where such structuring is indicated, together with illustrative examples. The 
incidents reported in this paper were taken from actual interviews but have been 
edited slightly to secure conformity of style. 

One of the important considerations in structuring the dynamics of therapy is 
to insure effective communication between therapist and client so that the therapist 
can be certain that they are talking the same language and that the client actually 
derives the intended meanings. This writer long has attempted to use basic English 
in all clinical interviewing even at the risk of seeming too elemental and obvious to 
more sophisticated clients. In our opinion, successful therapy with clients of lesser 
intelligence, education and life experience, largely depends on getting down to their 
level of communication and comprehension. In our own case, the therapist attributes 
his ability to communicate with all types of patients to a wide experiential back- 
ground dealing with the wide range from mental defectives to the literati. After 
counseling with mental defectives for seven years early in our professional exper- 
ience, it became possible to communicate with almost every other type of client in 
which there was no language barrier and minimal verbal ability. 
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Some Basic OBJECTIVES OF CLIENT ORIENTATION 

In our experience, psychotherapy is greatly facilitated if the client can be given 
some insight into (a) what is going to happen to him in therapy, and (b) what will 
be expected of him if therapy is to be successful. Based on our acceptance of the 
principle that all personality change must be based on the psychology of learning, 
we routinely inform the client that therapy is a reeducational process the objectives 
of which are to discover the etiologic factors underlying ill health and then to re- 
condition the personality in more positive directions. This orientation of the client 
always involves three major points which must be accepted if therapy is to be 
successful: 

1. The client must become motivated to become more psychologically healthy, 

to grow, to become more mature, to be more self-consistent, to get well. 

The client must learn to drop his old defensive attitudes and to learn to 
become healthily self-critical. He must face and accept unpleasant facts 
about himself as a preliminary to changing them. 

The client must regard therapy as hard work, as something which can rarely 
be accomplished quickly, but only after successive obstacles have been over- 
come, 


In this manner, the client comes to understand his own responsibility for partici- 
pating actively in psychotherapy in his own behalf. He comes to understand that 
only through his own efforts can new problem solutions be learned and practised 
until they become functional. 

Other indications for structuring what is happening occur at many points dur- 
ing therapy including explanations of what is happening during the analytic process, 
interpretations of the client’s reactions, answering questions concerning the duration 
of therapy, and what the client may expect from therapy. 


STIMULATING MOTIVATION FOR PSYCHOTHERAPY 


Many clients approach psychotherapy as a last resort, either under coercion 
from other persons or in desperation because of intolerable symptoms. Their primary 
objective is to get rid of the symptoms rather than to attempt to rehabilitate their 
whole personality. Hence, it is usually indicated to expiore the client’s motivations 
and to indicate conditions which must exist before therapy can become effective. 


Co: You haven’t told me wl 
: 


( Frankly, well you see, I guess | 
worked. I heard of 
You tried everything else first 
Yes I guess maybe I sh ild have 
now all the things they say if you have 
Down deep you felt ashamed and embarasse: 
That’s right. I still don’t feel too good a 
made the break and actually go 
It’s not so bad after all. 
10t 
you know most peoy Lv ir troubl n getting their courage up to get help. 

g time they don’t recogniz ) nything 1s wro! ind then they are too sensitive to 


it get vad they t n't stand it and the hey se¢ < help. 


t have done you any good to come until you yourself really got ready 


} 
+ 


find it doesn't do much good unl the person himself wants to change 


1orse to water, but unless he’s ready, you can’ ike him drink. Before we 


well know that we can’t accomplish anything unless you yourself really 
irself better and to change anything that needs to be changed in order to 
vou yourself want to do it, we can’t g 


ow myself what I want to do yet 
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Co: You take plenty of time and think it over. Your visits here are completely voluntary. I 
don’t care what anybody else says, it’s up to you. You have got to want to change yourself or 
it won’t do any good. 


Cl: I guess I’ll come. When can I have another appointment? 


Positive ATTITUDES TOWARDS SELF-CRITICISM 
Before coming for therapy, many clients have been more or less self-satisfied 
and have not developed systematic attitudes of constructive self-criticism. There 
exists in America a group attitude that once a person has attained the age of 21, he 
has achieved his majority and is now a full-fledged adult who can tend to his own 
business so that interference from without is not indicated. In contrast, the mental 
hygiene movement has sponsored more constructive attitudes that a person never 
really stops maturing and can go on improving himself literally into old age. From 
this viewpoint, the healthy person is continuously self-critical in a constructive way, 
never being satisfied with himself, and constantly striving in a non-anxious way for 
self-improvement. A major therapeutic problem consists in acquainting the client 
with the inhibiting nature of his old defensive ways, and to develop entirely new at- 
titudes towards the need for changing. 
Cl: It seems as if everybody is always criticizing me. I never do anything right. Particularly 
my father. I don’t think he likes me. Nothing | do ever pleases him. I can’t stand it anymore, 

o: It bothers you if anybody criticizes you. 

A: Yes. I can’t stand it. I won’t stand it. I’m going to leave if they don’t stop. 

‘o: I suppose you expected to get more criticism here. I. mean, since your father brought you 
here, you sort of felt that we would just do the same thing. I mean, throw all these things in 
your face again. 
| I didn’t want to come... . He made me. 

‘o: What do you think we really do here? I mean do you see any way we might be able to work 
out some constructive solution to this situation? 

l: Don’t ask me. I don’t know anything about it. 

oO Well, vou see, counseling is different from any other situation in the world. We try to make 
this the one place in the world where you can talk over anything which is bothering you in a 
completely friendly way. I can promise you, and I want you to tell me if I don’t ever keep my 
word, that I am not working for your father, but only for you. I might listen to what he wants 
to tell me but I am not going to use it in any way. In fact, I won’t even accept what he says 
until we talk it over together and find out if it is true. 

] Uh huh. 

‘o: I know it bothers you when people are always criticizing what you do. It bothers me too. 
Nobody wants to be criticized all the time. Here is one place where you will never be criticized. 
I suppose you want to know how we expect be of any help if we don’t criticize? 

+ Yes. | guess so. 

‘o: Well, it’s something like being a neutral referee or an umpire. A good umpire should never 
take sides or play favoritism in any way. It’s like when capital and labor get to fighting about 
union demands. There has to be some neutral arbitrator who is not going to take sides. You 
will find, if anything, I am on your side. 


In this excerpt, the reader will note that the counselor made an effort to com- 
municate with this 18 year old delinquent boy on his own level of grammar and 
vocabulary. An effort is always made to communicate on whatever level the client is 
accustomed to. In the case of a sophisticated adult, a more technical phrasing is 
often possible as illustrated below. 

Co: Have you ever undertaken psychotherapy before or read much about it? 

Cl: No. This is my first experience. 

Co: The counseling room is unlike any other place in the world. Here we try to make it possible 
for a person, for the first time in his life, to come to look at himself nondefensively and con- 
structively. Please note that I said that you can come to look at yourself in a constructively 
critical way. In most other life situations, criticism is destructive and painful because we are 
forced to listen while other people say unpleasant things about us and put us on the defensive. 
How do you feel about being criticized by others? 

Cl: I don’t like it. I never did since I was a little girl. I had a very cranky grandmother and she 
was always telling me what I did wrong. 
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Co: And you didn’t like it. 

Cl: Thated it. Even today when somebody speaks to me in that tone of voice I feel myself get- 
ting angry inside. 

Co: That’s what I’m trying to say. None of us like destructive criticism. You will find that 
counseling never uses destructive criticism. Here we try to get a person off the defensive so he 
can look at himself clearly for the first time. This doesn’t mean that there is nothing needing 
to be changed. It means that you yourself can decide what needs to be changed without any 
pressure from outside. Do you feel there is anything that needs to be changed. 

Cl: Idon’t know. Something must be wrong or I wouldn’t be here. 

Co: That’s the problem. To find out if anything needs to be changed and then how to do it 
constructively so you won’t feel attacked but can work on the problem yourself as fast as you 
want. 


One of the most difficult technical points in psychotherapy is to motivate the 
client to want to find out what other people think about him, 7.e. to test reality con- 
stantly to improve self insights and understanding. In real life, most people are con- 
stantly defending against critical attitudes and do not want to hear what others 
think of them. Rarely, do we find a person who consistently checks up on what 
others think of him and expect him to do. And yet this is the self-critical attitude 
which we are seeking to instill. We usually attempt to accomplish this by a type of 
relationship therapy in which the client for the first time in his life is taught to seek 
constructive self-criticism from a friendly accepting person. This may be ac- 
complished by asking the client what he thinks other people hold against him and 
what they think about him critically. After the client has expressed all the what-he- 
considers unfair criticisms, we ask him what he thinks about them himself, or what 
he would think if another person did such things. 

Cl: I don’t think Mrs. C likes me. She is always telling me to shut up. 

Co: I wonder why she does that? 

Cl: She says I talk too much and am too untactful. 

Co: You feel she is unfair to you 

Cl: Yes. She likes Sally better. She is always with her and it makes me jealous. 

Co: Well, there’s the old saying: If you want to be loved you’ ve got to be lovable .. . . I wonder 

how that appli s here 
l: I don’t know. I try to be just as nice as I can but then she says I am butting in. 
‘o: Is that true? 
‘1: You don’t understand. I am a sick person. It’s not my fault I am sick. My father always 
let me do anything I wanted. 


Do you actually butt in? 


‘o: Now you feel everyone else should let you have anything you want. 

‘1.: Yes. Why shouldn’t I? You know, it’s easier for me to be nasty than to be nice. It makes 
me feel better. It’s hard to be nice 

‘o: Well, there are all kinds of ways to get what you want. Honey attracts bees because it’s 
sweet. If people like you can get what you want. But if they don’t like you you can’t get 
anywhere. 

Cl: What should I do? (The first sign of coope ralion in many interviews 

Co: What can you think to do to make Mrs. C like you? 

Cl: I suppose I could say something nice. But it wouldn’t be natural. 


The excerpt above was taken from an interview with a 26 year post-lobotomy case 
who had shown great hostility and incorrigibility since childhood including episodes 
of elopement, destructiveness and assaultiveness whenever she was frustrated. Her 
cooperation was secured during the first 20 inteviews by being very passive, uncritical 
and doing many things which she requested of us. The following excerpt is taken 
from the case of a very anxious schizoid client who felt that the whole world was 
against him. 


Cl: Of course you know I hate my father. I despise him. He is never going to put me away 
again. I’ll kill anybody that does it. I have it all thought out what I am going to do. 


Co: Why should anybody want to put you away? 
Cl: Oh, they do all right. I don’t trust anyone, least of all the doctors. I don’t trust you 
Co: You are not sure you can trust me either. 
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Cl: IknowI can’t trust you. You’ll put me away just as quick as they did. Only last week you 
put Joe B. away. I heard about it. You are just like the rest. 

‘o: Well, I try not to be. I will promise you right now that I will never do anything without 
talking it over and getting your consent first. Besides, I truthfully see no reason why anyone 
should ever consider committing you now. Why do you think they would? 

1: I don’t know as there is any reason to, now. But they have in the past. My father is always 
finding something wrong with what I do. He thinks I’m crazy. (This was a true observation. 
His fat} er does think he is psychotic, based on several ps ychiatric opinions.) 

o: Well, there is one difference between family criticisms and psychotherapy. I have no 
interest in taking sides or placing the blame. All we are interested in is finding out what the 
truth is and then finding the best way out of it. Psychotherapy is like scientific detective work. 

We are not out to plac blame but to find out causes. 

l: I’ve heard that before but you doctors are all the same. Say one thing and do anothe . 
What I’m trying to tell you is slightly different. If you can get off the defensive, then 
udying yourself ntight be a very interesting project. It is different when you do it yourself than 


n somebody else does it. When you work things out for yourself you can accept it better. 


Structuring of this type attempts to inculcate in the client the attitudes that 
(a) no one is ever perfect, (b) that maturation and self-improvement can continue 
throughout life, (c) that a person should never be satisfied with himself, (d) that con- 
stant constructive self-criticism is desirable, (e) that this cannot be achieved if the 
person is defensive all the time, and (f) that it is necessary and desirable to constant- 
ly attempt to discover what other people think in order to constantly test subjective 
perceptions of reality. 


THERAPY AS WORK 
Many clients expect that contacts with the therapist in the therapeutic hour 
will have some magical effects, lasting the rest of the time between interviews and 
that symptoms and disability should disappear accordingly. Unless the client is ad- 
vised that such dramatic results usually do not occur, discouragement or disillusion- 


ment may occur. The client must be informed to the effect that therapy may be a 
long tedious process requiring the hardest kind of work both within and outside the 
therapeutic hour. 


Cl: I feel discouraged this week. The first two times I came, I felt so good afterwards. This 
week I felt terrible again. What is the matter? Is there no cure for my condition? 

o: You feel discouraged because things seem to be sliding back again after such an encouraging 
start. 
| Yes. I felt so good there for a while. It was almost like my old self. 

o: Well, that is one of the things you must expect. You must not expect to make progress all 

the time and feel better every wee! You will find that anxie ty states come nd go. One week 
you are better and then for no apparent reason, you ma) feel worse for a while. But don’t get 
discouraged, as we get deeper into all this, there will be a slow steady gra lual improvement. 

‘1: You mean that I can expect to feel worse at times? That certainly is discouraging. 

‘o: It’s something like the stock market. It goes up and it goes down. The important thing is 
if it goes up more than it goes down. What we are trying to accomplish is for you to go ahead 
three st« ps and then if you have to slide back two steps then you will still be one step ahead. 

Cl: What am I supposed to do when I feel so bad? Doctor, it’s terrible, you don’t know how 
bad I feel. My head feels like it will explode. It’s worse than ever. 

Co: I know. You may have a lot of bad times yet before you really get better. There is nothing 
to do but get through these periods as best you can. 

Cl: 3ut what is going to help me? You just sit there and tell me these things but that is not 
getting me any better. You’ve got to do something. I don’t think I can take it much longer. 


Clinical experience indicates that it may be necessary for the client to vent- 
ilate his extreme discouragement over his symptoms over as many as 40 or 50 inter- 
views during which therapeutic progress may be very slow. During this period, the 
therapeutic task is to permit the client to ventilate feelings freely, to allow the client 
to desensitize himself through catharsis and reassurance from the therapist, and.to 
gradually make the client aware that it takes a great deal of patience and hard work 
to control anxiety while learning new modes of adjustment. The following excerpt is 
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from the same client six weeks later during which time he has actually been able to 

leave his home and drive a car. 

Cl: Doctor, I just can’t take it. I’m worse than ever. I’m terribly discouraged. We don’t seem 
to be getting anywhere. I come in here week after week and say the same things and I’m just 
as bad as ever. I think I ought to go back to the hospital 
o: It’s discouraging isn’t it that good feelings don’t come faster? 

1: JI don’t know how much longer I can go on. Isn’t there any new medicine you could give me 
so I’ll feel better. Anything to take this cursed tension off for just one hour? 

‘o: Sorry, but there’s no quick road to success. You know you’ve tried all these new tranquil- 
izers and they didn’t help a bit. Medicine is not the answer to this 

I: Then what is, doctor? We don’t seem to be getting any where? 

‘o: Well, let’s just look things over for a minute. A month ago you were just hanging around the 
house, unable to go out. I pushed you into getting a driving license up here and now you are 
driving around every day and getting quite a lot done 
1: Yes, but I don’t feel any better and sometimes I feel wors« 

o: Well, how fast do you expect to feel better? 

‘1: I don’t know. It seems I should have made some more progress by now. 

o: That’s the thing you’ve got to understand. Therapy is hard work. It’s like Gen. Stonewall 
Jackson used to reter to fighting as wor! Nothing comes easy and sometimes I think that 
changing your personality is the hardest job of all. The o real antidote for anxiety is suc- 
cess. One unit of success will balance out one unit of anxiety. But vou have to get the success be- 


fore the anxiety will go. So you may have to work along for some time before you have anough 


success to give you much relief from the heavy load of anxiety you have been carrying. 


Explanations of this type frequently succeed in structuring the situation so the 
client becomes less impatient and is more willing to struggle patiently with his symp- 
toms. This, of course, does not attack root problems at deep levels of personality 
organization but it does permit the client to accept his symptoms more tolerantly. 

One method of checking on the client to discover how hard he is working between 
interviews is to inquire how well he is handling situations which formerly stimulated 
anxiety or hostility. The following excerpt is taken from a case of marriage counsel- 
ing where husband and wife had been involved in a vicious circle of hostile charges 
and countercharges. 

Co: How are things going this week? 
Cl: It doesn’t seem any better. The same old thing. He says something and then I hit him back. 
Co: Like what, for example? Can you remember any specific instances of what happened? 
Cl: Let’ss h yes. Yesterday he started in again about that accident I had. Wouldn’t let 
me alone a minute, just kept on and on until I couldn’t take it any longer. I blew up and told 
him to take his damn car and shove it 


Co: You felt better then? 


( 
Cl: I did all right. It always makes me feel better 
( What happened then? 
Oh, he got mad too. After about half an hour, he stamped out and didn’t come home until 
this morning half in the bag 


So things didn’t really turn out well after all. I wonder, is there any way you could have 
handled it differently? I mean handling it nondirectively like we talked about last week. 

‘1: I never can think what to say 
0: Well, let’s go back where he started out on the accident. What could you say if he jumps you 
that way again? 

l: How do you me in? 

‘o: Why don’t you just let him express his feelings and get his emotions out. Either say nothing 
or try to reflect his emotions by saying something like: ‘‘It still bothers you about that acci- 
dent.’”’ Let him get it out and then it will be all over. 

Cl: That probably would squelch him wouldn’t it? 
Co: You have got to keep practising it until you can handle these situations without letting 
them break down into real quarrels 


STRUCTURING THE ANALYTIC PROCESS 
Many clients come to therapy expecting a more active analytic process than can 
ever actually take place. They expect something dynamic to be happening all the 
time and become discouraged with unproductive periods. 
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|: What good does it do for me to just wander along just talking about anything which comes 
into my mind? It doesn’t seem to be getting anywhere. I feel I’m just wasting time. 
Sometimes you don’t see where we are going? 
No. It all seems useless. What good does it do me to talk about just ordinary things? 

Co: In psychotherapy, you never can tell when something important is going to turn up. It’s 
like uncovering buried cities. You uncover one layer of soil and a new strata of things appear 
on the surface. Your mind is built the same way. It’s like an iceberg with only 10% above the 
surface and 90% below. At first you only talk about what’s on the surface but the more you 
talk the deeper it goes. Gradually, you get down to the deep unconscious things that are both- 


ou 
l 


It is important to reassure the client that seemingly unproductive periods are 
not actually so and may be very necessary to penetrate resistances. This may be 
accomplished either by warning the client that many seemingly unproductive periods 
can be expected to occur, or by realistically answering client questions. 


Cl ifter a long pau I guess I’m all talked out. I can’t think of anything more to tell you 
; 1 ask me some questions? 
t try to force yourself. Just let your mind run along easily and let whatever 
» come out. 
How am I going to know when we’ve gotten to the bottom of things? 
further, I dor 
oO rhe general rule is to keep at this thing as long as you have any symptoms « 


ep having trouble, it usually means that there is still something deeper which 


Maybe! can’t go any 


t know. 


anxieties. As 


\ 
t when I don’t know what it is? 
orce yourself. Just let your mind associate along. Sooner or later, and 


yt expecting it, some thing will come to the surface. 


Often, after therapy is underway, resistances may continue to appear as the 
client becomes unproductive, leads the conversation away from sensitive areas, 
leaves the session early, criticizes the therapist or otherwis expresses negative 
attitudes 

| that you are doing me any good 
we are not getting anywhere. 
that this is doing any good. Here I’m paying out good money and I’m no 
By the way doctor, you didn’t tell me, are you certified? 
yu remember you asked me before and I told you that I am certified as a clinical psycholo- 
the American Board of Examiners in Professional Psychology. 
it you are not certified as a psychiatrist? 
Well, my former doctor was. I wish I had never left him. Maybe I should go back to him 

o: You will have to decide that for yourself. You should go wherever you feel most comfort- 
ible and can get he lped best. If you don’t feel comfortable here then vou are free to go to 
anyone you choose 

What do YOU think I should do? 

‘o: I think you should pick somebody and then be patient enough to stick with it until you give 
him a fair trial. Nobody can produce miracles in a few sessions. Ultimately, it is up to you to 
really grapple with your own problems until you get them solved, and you will have to do most 
of the work. You must make your own choice of who can help you best. I- will do the best | 


can if you wish to continue with me. If you want to change I will be only too glad to send a 


record to vour old doctor or to | elp you choose a new one. 


Cl: Maybe I’ll stay a little longer... . 2 After all, Dr X didn’t really get me straightened out. 
In all instances, we attempt to permit the client to express any negative feelings 
nondirectively and then, after such expression seems complete, we indicate some 
directive alternatives which the client is left free to choose among. Usually, after 
negative attitudes have been ventilated, the client is able to overcome his resistances 
and progress with therapy. 
INTERPRETING CLIENT REACTIONS 


Many clients become mcre anxious during critical periods of therapy when 
sensitive areas are being uncovered, and there is some danger that they may termin- 
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ate prematurely. An effort should be made to structure what is happening so that 
the client is better able to accept it. In the following example, the client had just 
uncovered some long repressed hostilities toward her mother which precipitated a 
mild panic reaction during the interview. 


Cl: I don’t know what is the matter with me. I feel terrible, shaky all over, as if my head was 
going to blow up. (Cries 
‘o: Something has made you feel very bad and your anxieties are all coming out again 
l: I haven’t felt as bad as this in a long time. I wonder if this is doing me any good or if it is 
making me worse? 
) This is something you must really try to understand. When you get so upset it must be be- 
cause we have been touching on a very sensitive area. It’s like a dentist drilling a tooth. When 


he gets near the cavity, the pain gets worse 


1: You mean I have got to stand these feelings no matter how | 

o: It means that \ ire actually dealing with something which is verv important. If it wasn’t 
important, you wouldn’t feel so bad. Actually, do y 
in you? 


l: I don’t know 


it it is that caused this reaction 


What were you tal ig about when you started f 
Oh, about mother vas saying how unfair she wa ne and how I hated her 
Maybe that’s why vou felt so anxious ause you so much to feel that way 
It makes me feel guilty. A girl should | mothe don’t know what is the matter 
I guess I’m just no good. 
true. Don’t 
9 


pare nts 


s towards 


A similar situation may occur when the therapist prematurely makes an inter- 
pretation which the client is not yet ready to accept. The client may become acutely 
anxious and hostile towards the counselor. In the following example, a 33 year old 
single male had developed a depressive reaction on being separated geographically 
from three sisters upon whom he had become too dependent both economically and 
emotionally. 

Cl: I felt so te le y ay. I just went to my room and cried and cried. I didn’t feel better 
until Jim came in and sat by my bed and talked with me 
It made you feel b when som ly came in th 1 could share your troubles with 
Jim always makes me 


Jus like 1 UT sisters used to do 


(Angrily) What are you trying to say? Are you 


> 


sisters? 
You said it, I didn’t. 

I: I suppose you think I have always had my 

kindness too much 

‘fo: Don’t put the shoe on unless it fits. You : ; - , import ual 

Whenever a patient gets so upset over something, it usua means that ‘ase aabtine cine ta 

the bottom of things. If this didn’t have any a 

don’t you watch this yourself. When you 


self: Now why did I get so upset? What is it tl 

[t is important for the client to understand that psychotherapy is not always a 
completely pleasant experience, particularly when the client is dealing with aspects 
of himself which may be very distasteful. We usually interpret such emotional re- 
actions as evidence concerning the nature of the client’s deep conflicts, informing 
him that deep therapy is not possible unless unpleasant areas are uncovered. The 
following excerpt occurred in an interview with a client who had come quite inter- 
mittently, several times missing one or more appointments at critical points when 
unpleasant contents had come out. 


Co: The last couple of interviews have been quite disturbing t« 
Cl: Yes, | guess so. 
Co: I wonder why? 


Cl: Now that you mention it, I guess I must admit that at times I hate my mother. I guess I’ve 
known it for quite a while. But I wouldn’t face it. 
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Co: It seems as if it takes quite a while to assimilate unpleasant new insights about one’s self. 

Cl: How is that, I mean, what do you mean? 

Co: I mean that it usually takes a while for the mind to face unpleasant facts, and accept that 
they are true, and apply them to one’s self. For example, I notice that you have missed a couple 

of appointments recently. It seems that every time we uncover something unpleasant, it takes 
you a couple of weeks to get over it. You only seem to come when you feel really bad and you 
feel you have to get relief 

Cl: Iknow. I guess I don’t feel I should spend the money coming so often. 

Co: Well, you can make up your mind whether it is better to get it over with quickly or drag it 
out for months. Probably in the end you will spend just as much money either way. We won’t 
get anywhere until we can get everything out in the open and there is no shortcut for that. 


THE DuRATION OF THERAPY 
Much misunderstanding and discouragement can be avoided by giving the 
client a realistic estimate of how long therapy can actually be expected to last. 
Usually the client himself brings the issue up, and we usually try to give him enough 
information to satisfy his questions without discouraging him unduly concerning the 
optimum length of therapy. Since deeply engrained personality disorders may re- 
quire a year or more of therapy, it is desirable for the client to come to understand 
this fact gradually. If he is told too early or abruptly, he may experience a great in- 
crease in anxiety and depression over his condition. If he is not told early enough, 
then he may feel that therapy is dragging out endlessly without accomplishing any- 
thing. 
Cl: Where is all this getting me? I’m getting discouraged. I don’t seem to be getting anywhere. 
I felt better than this three months ago. 
‘o: You feel discouraged because you feel you are not getting anywhere 
‘1: Yes. Sometimes I don’t feel any better than when all this started. 
‘o: Well, that is one of the things which everyone has to learn about psychotherapy, that it is a 
very slow process. It takes a very long time to get at the root of things. You see, it takes 10 
or 20 years to build up one of these neurotic conditions, and you can’t undo all that in a short 
time. That’s why therapy usuall 


y takes many months. There is no way of shortening it 

1: That’s encouraging . . . How long do you think it will actually take? 

‘o: I don’t know as we can set any exact time. That will depend on how you feel and how fast 
we can get all this straightened out. It is mostly up to you. We ought to keep it up until you 
yourself feel good and know that you are better. 


The last counselor response illustrates a successful way of dealing with the 
client ’s impatience over the length of therapy, and also placing the responsibility 
on him to proceed as rapidly as possible. Every time the client protests about the 
length of therapy or discouragement over lack of faster progress, we allow him to 
ventilate these feelings and then repeat the statement that therapy must continue 
until the symptoms have moderated. 


SUMMARY 
This paper presents some illustrative examples taken from clinical interviews 
of methods of structuring electic psychotherapy for clients. It is easier for the client 
to cooperate with active psychotherapy if he understands the meanings of what is 
happening to him. In actual practice, we try to acquaint clients with the reasons for 
anything which is attempted, thus gaining their interest and cooperation. 
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PROBLEM 

It is an accepted fact that child clinic practices vary appreciably, but only one 
study to date“? has attempted to assess the nature and magnitude of such variations. 
Even this study was largely confined to census-taking and to probing only several 
of the more general aspects of treatment application. Consequently, a need exists for 
further supplementary data to provide a more complete perspective of prevailing 
procedures. Accordingly, a cross-sectional survey of child clinics in the United States 
was conducted in order to determine some of the conditions attending play activity 
as a therapeutic medium. 


METHODS AND RESULTS 

Questionnaires were prepared and distributed to 298 outpatient child clinics @? 
in the United States, 40°% being returned in sufficiently completed form to enable 
tabulation of the data. The number of clinics responding to any particular question 
varied somewhat, ranging from 87 to 118. The returned questionnaire findings in- 
dicated the following trends: 

1. In the matter of theoretical orientation, 75% of the reporting child clinics 
regarded their therapeutic practice as subscribing to psychoanalytic (as distinct from 
Freudian) principles. Of the remainder, 17% described their viewpoint as essentially 
nondirective, 5% directive, with 3% claiming to achieve a compromise between 
these two schools of thought. 

2. As to the authority most representative of the thinking of each in relation to 
child therapy, a majority (27%) named Frederick Allen. Anna Freud was next most 
frequently mentioned (16%), followed by Sullivan, Kanner, Axline, and Erickson, 
in that order. Ten percent of those polled regarded themselves as primarily eclectic 
in this regard, declining mention of any single authority as having a dominant in- 
fluence on their thinking. 

°. As to group therapy with children, only 26% utilized this approach in con- 
junction with play media, while 18% engaged in group therapy without the aid of 
any play activity. With two exceptions, all reporting use of the group method also 
included individual therapy as an integral part of the treatment program. 

4. In commenting upon the role of the psychological examination in pretreat- 
ment planning, 41% regarded it as a routine part of the diagnostic work-up, 49% 
included it in most but not every instance, while 10% used it only occasionally. 

5. Among the factors contributing to a decision for or against the use of play 
media in any given instance, 71% stressed the specific nature of the problem as a 
major determinant, 50% the intelligence level, and only 6% the chronicity of the 
child’s problem. 

6. Age was not considered by any of the clinics to be a prime determinant of 
whether or not to include play activity as part of the treatment procedure. Sixty- 
eight percent listed the oldest child seen in play therapy as varying from 12 to 15 
years, while the remainder recorded the maximum age as ranging from six years 
to the mid-twenties. 

7. The youngest children reported in face-to-face psychotherapy were five-year- 
olds of superior verbal skill, as listed by 9% of those responding. 

8. As regards the use of special play equipment, 36% of the clinics reported 
furnishing such material as woodworking tools, basketball and ping-pong facilities, 
and providing other sundry equipment which calls for everything from fine motor 


1Formerly at Norfolk (Neb.) State Hospital. 
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coordination to strenuous physical exertion. However, 64% reported that they did 
not use any such special equipment. 

9. Play media were regarded as serving the preliminary purpose of facilitating 
patient-therapist interaction in preparation for straight psychotherapy by 77% of 
those reporting. The remaining 23% seemed less inclined to equate progress in 
therapy with a diminution of play activity. 

Summary 

A survey of child outpatient facilities suggested that similarities tend to out- 
weigh differences in child therapy practices. To what extent such a trend reflects ¢ 
common basic frame of reference among practicing therapists is a matter for further 
research, 
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EFFECTS OF TWO PHENOTHIAZINE DRUGS ON CONCENTRATIVE 
ATTENTION SPAN OF CHRONIC SCHIZOPHRENICS! 
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tecent advances in treatment of schizophrenics with phenothiazine derivatives 
have led to many studies of their effects on gross behavior but little has been pub- 
lished regarding underlying psychological processes. Porteus®), and Porteus and 
Barclay “ found decrements in maze performance similar to those found with lobo- 
tomized individuals following chlorpromazine (Thorazine) treatment. Lehmann 
and Csank ®) studied reactions of normal subjects with a variety of tasks under drug 
conditions, one of which was chlorpromazine, and found some psychomotor de- 
crements. The study by Mason-Browne and Borthwick“? is most pertinent, in that 
they investigated the effects of both chlorpromazine and perphenazine (Trilafon) 
on the “‘modification of crude consciousness’ of chronic schizophrenics. They com- 
pared their drug groups with a placebo group on Digit Span and Digit Symbol sub- 
tests on the Wechsler-Bellevue scales, using these as indicators of anxiety. They 
found no statistically significant differences. Neither did they find differences in 
Porteus Maze performances among their groups. Viens®) found no Bender-Gestalt, 
TAT, WAIS, or Rorschach differences in chronic paranoid schizophrenics following 
a chlorpromazine vs. placebo study. 

The present study, a corrollary to the first two VA Cooperative Chemotherapy 
Projects*, was designed as an exploratory investigation of effects of chlorpromazine 
and promazine (Sparine) on concentrative attention span of chronic schizophrenics. 
Impairment of concentrative attention has been characteristically notable in schizo- 
phrenics. Conversely, increased span of concentrative attention to external stimuli is 
regarded as a measure of improvement. With the chronic schizophrenic in particular, 


‘This study was conducted at the Brockton VA Hospital. The author wishes to express his 
appreciation to the Nursing Service personnel of the Continued Treatment Service, and particularly 
to Dr. I. J. Tender, building psychiatrist, for their assistance and cooperation. 

2Now at Durham (N. C.) VA Hospital. 

*The VA-wide Cooperative Chemotherapy Projects, described under ‘‘method,”’ are a series of 
controlled studies carried on under the direction of VA Central Office. The author was Principal 
Investigator at the Brockton VA Hospital for Projects 1 and 2, which studied the effects of chlor- 
yromazine and promazine on gross behavior of schizophrenic patients. These data will be published 
- VA Central Office. 
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there is impairment in learning ability and in memory for meaningful materials, 
associated with concurrent impaired concentrative ability. Changes in performance 
of chronic schizophrenics on memory and learning tasks coincident with chlorpro- 
mazine or promazine treatment may be related to changes in span of concentrative 
attention. In the present study, there was no theoretical or empirical basis for pre- 
dicting change or direction of possible change, so no formal hypotheses were formu- 
lated. 


MeEtTHOD 

Subjects. Twenty-six male, chronic schizophrenics who had been hospitalized con- 
tinuously more than two years comprised the experimental population for the first 
two phases. None was over 50, none had received somatic treatment or psycho- 
therapy for at least six months, nor had any undergone psychosurgery. All were from 
locked wards and were chosen partly because they would be cooperative to oral med- 
ication. Subjects were rated on gross behavior with the Lorr MDPRS® and were 
assigned to an experimental condition by Project Headquarters for the first two 
phases. The building psychiatrist assigned subjects to an experimental condition in 
the third phase. Sixteen of the original 26 subjects participated in this last phase. 
Drugs. There were three drugs and a placebo. Chlorpromazine (400 mg. daily) and 
promazine (400 mg. daily) were phenothiazine derivatives. The third drug was 
phenobarbital (3 gr. daily). Drugs and placebo were in capsules which appeared 
identical and were administered at the same times of day to all subjects. The study 
was double-blind, drugs were coded and sent out by Project Headquarters, and the 
key to the code was locked in the hospital manager’s safe. 

At the end of three months, a cross-over took place. Changes in medication were 

made, but the study was still double-blind. Following the second phase, a third 
phase, employing chiorpromazine (1200 mg. daily) and placebo was carried out for 
nineteen days. This third phase was not double-blind, although capsules were identi- 
cal and patients were not told what they were taking. 
Test Procedure. S’s were tested four times: (a) prior to study medications; (b) be- 
tween the end of the first phase and the cross-over; (c) at the end of the second three 
months; and (d) S’s in the last phase were tested after the nineteenth day. Each 
was seen individually.‘ 

To test memory for immediate recall of meaningful materials, one paragraph 
from the Logical Memory subtest of the Wechsler Memory Scales‘: '° was read. 
There are two paragraphs in each form, so no 8 was read the same paragraph twice. 
His score was the total number of memories recalled. 

For associative learning, the Paired Associates subtests from both forms of the 
Wechsler Memory Scale were employed, as was a third list, constructed for this 
study. It appeared to be equivalent, and a pretest indicated it was adequate for the 
present purpose. Wechsler’s“® administration procedure was followed. Scoring 
assigned equal weight to all correct associations. Only 8’s in the final phase were 
given the same list twice. In each case it was the list administered prior to the study. 
More than six months had passed, and recollection was thought unlikely. 


RESULTS AND Discussion 
For both learning and memory tasks, significance of the change in direction 
following an experimental condition was calculated using Siegel’s? two-tailed sign 
test. Although groups were small, differences were statistically significant in asso- 
ciative learning with the second chlorpromazine group, as well as for the total three 
phases combined with this drug condition (See Table 1). The chlorpromazine group 
demonstrated consistent improvement over prior performance for Paired Associates 
‘It was necessary to remove three §8’s from the study because of behavioral changes. These were 
tested prior to removal from study medication and their data included in results. Each was on a 


different medication, as it turned out. 
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learning, which was not the case with the other three groups. Reversals in direction 

of sign occurred for both promazine and phenobarbital groups. In every condition 

other than chlorpromazine, increments were within chance expectancies; and shifts 

were explainable as chance occurrences. 

TaB_e 1. Stan Test ror IMMEDIATE RECALL OF MEANINGFUL MATERIAL AND ParrED ASSOCIATES 
LEARNING OF CHRONIC SCHIZOPHRENICS UNDER DruG CoNDITIONS 


Immediate Memory Paired Associates 
Gain Loss No Change Gain Loss 


No Change 


Chlorpromazine 
Phase 1 5 ; : I 
Phase 2 y , 0 


5 
Phase 3 3 ¢ ‘ . ? 0 


Total* 13 
Promazine 
Phase 1 
Phase 2 


Total 
Phenobarbital 
Phase 1 


Phase 2 


Total 

Placel 0 
Phase 1 
Phase 2 


Phase 3 


Total 8 ‘ 10 


*One 8 refused to cooperate with Paired Associates learning in Phase 2. 
**Significant <.05 level. 


Immediate Memory showed no statistically significant changes for any experi- 
mental condition. Subjects under both phenothiazine derivatives showed a con- 
sistent tendency to do better in immediate recall of logical material than did the 
other two groups, but there is no evidence favoring real improvement for any experi- 
mental condition. It must be concluded that chance factors could more simply 
account for any differences in immediate recall of meaningful material. Nonetheless, 
trends in this latter test did favor the phenothiazine drug groups, and there was a 
statistically significant improvement for associative learning in the chlorpromazine 
condition. In light of these findings and the exploratory nature of the study, it was 
decided to combine data from both phenothiazine groups and compare them with 
the phenobarbital and placebo groups combined. The results of Chi-square compari- 
sons on both tasks are presented in Table 2. 


TABLE 2. Cu1-SQUARE ANALYSES OF FREQUENCIES OF CHANGE IN IMMEDIATE RECALL OF MEANINGFUL 
MATERIALS AND ParrRED ASSOCIATES LEARNING WITH PHENOTHIAZINE DruG CoNDITIONS 
vs. OTHER EXPERIMENTAL CONDITIONS 


Immediate Memory Paired Associates 


Condition Gain 


Chlorpromazine 17 
and Promazine 
Phenobarbital 12 
and Placebo 
X? 2.04* 4.26 
df 1 


1 
p 20-.10 (n.s.) 05- .02 





*Following Edwards’) suggestion, Yates’ correction for continuity was made, 
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Paired Associates learning appeared to be enhanced in phenothiazine drug cond- 
itions, with relatively small probability this was a chance finding. Immediate 
Memory did not attain statistical significance, indicating again that the pheno- 
thiazine drugs employed had less effect here. A glance at the table, hoewever, reveals 
an interesting fact: following Yates’ correction, only the phenothiazine drug condi- 
tions contributed to the obtained Chi-square. Placebo and phenobarbital conditions 
contributed nothing. This could mean the phenothiazine drugs enhanced memory 
function, but to a lesser degree than was the case with associative learning. This 
finding, of greater improvement for one task over the other, requires attempted ex- 
planation, which may be supplied by the nature of the tests. 

In the memory task, a paragraph is read once, and § is asked to repeat as much 
as he remembers. Associative learning, on the other hand, requires the list to be read 
three separate times; and failure by S to complete an association is followed by a 
repetition of the associative pair failed. S has a minimum of three and a possible 
maximum of five exposures to each associative pair. It is entirely possible there were 
increases in span of concentrative attention among the regressed schizophrenics 
taking chlorpromazine (and to a lesser degree, those on promazine). These incre- 
ments, however, may not have been great enough for single exposures to the experi- 
mental tasks to have made a difference. Cumulative effects of several exposures to 
the same material may have been needed to have the increases noted, with chlor- 
promazine more effective than any of the other conditions studied in bringing these 
increases about. 

If this were the case, then it would seem rehabilitation personnel working with 
chronic schizophrenics under chlorpromazine or other phenothiazine drug treatment 
might expect improvement as a function of exposing these patients to the same tasks 
a number of times. Recognition by personnel that stressing certain verbal stimuli 
in a repetitive manner is required to capitalize on small increases in span of con- 
centrative attention might result in more gains on the part of patients. 


SUMMARY 

Twenty-six chronic schizophrenics, subjects in a double-blind study of chlor- 
promazine, promazine, phenobarbital, and placebo effects on gross behavior, were 
tested for changes in concentrative attention span. Two Wechsler Memory Scale 
subtests were employed. 

There were significant differences favoring chlorpromazine subjects and both 
phenothiazine drug groups vs. other groups in paired associative learning. Trends 
favored both phenothiazine drug groups on immediate memory. It was concluded 
small increments in span of concentrative attention may have been associated with 
these increases. 
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INCENTIVE, TIME CONCEPTION AND SELF CONTROL IN A GROUP 
OF EMOTIONALLY DISTURBED BOYS 
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INTRODUCTION 

The ability to inhibit the gratification of some immediate impulse to obtain a 
greater reward in the future is a key concept of personal maturity. Recently an in- 
cident at a residential treatment center provided a “real life’’ opportunity to study 
the delay function of the egos of emotionally disturbed boys. A group of 34 boys 
residing in one building were quarantined for a one week period due to misconduct. 
They were restricted to their immediate grounds for this period, while other boys 
living in three other buildings continued to have weekend privileges as warranted 
by the merit system in use. The potential significance of the situation was brought 
to our attention by one of the restricted boys who commented to his therapist, one of 
the authors, that he would not cooperate with the staff that particular week since he 
could not enjoy weekend privileges no matter how hard he tried. 

At the treatment center weekend privileges are determined by the citizenship 
grade attained each week. The grade is based upon such elements as the boy’s co- 
operation with staff, effort put into work projects, care of room and person, table 
manners, peer relationships, etc. The higher the grade, the more gained both in free 
time and in the size and desirability of the town to which he may travel. Good 
grades cumulate from week to week so that the rewards are greater for a string of 
grades of B or better. However, if a boy receives a C or below, off campus privileges 
are lost, the chain of good grades is broken, and he must start again. During the 
quarantine period, cooperativeness, or impulse delay, could bring only a distant 
reward, but not an immediate one. The question asked was whether or not this 
campussed group would respond to the continued presence of the distant incentive 
even when the immediate incentive was removed temporarily. 


METHOD 

To test the question, the distribution of citizenship grades in the campused 
group was obtained for the period of the quarantine, and the percentage of different 
grades for the total group calculated. The same was done for the three other build- 
ings, housing 36 boys who were not campussed (our control group). The distributions 
of citizenship grades for both the campussed and uncampussed groups were also 
determined for two base periods, one, a week prior to the episode and the other a four 
week period two months prior to the episode. Our experimental question was 
whether the campussed group’s citizenship grades would show a significant decre- 
ment from the baseline periods, while the control group’s grades remained un- 
changed. 


Subjects. The two groups, campussed and non-campussed, were higly similar. There 
are almost exactly the same proportions of personality disorders (63% and 61%), 
schizophrenic reactions and schizoid personalities (20% and 22%) and other mis- 
cellaneous diagnoses in both groups. The mean IQ for both groups is 105, while the 
ranges are highly similar (84-138 and 82-135). The median ages differ by but one 
year (16-5 and 17-5) and the range of ages is quite similar (13-2 - 18-11 and 13-4 - 
21-9). 


RESULTS 
The distribution of grades for both groups, in terms of the per cent of Ss obtain- 
ing each grade for the quarantine and both baseline periods is presented in Table 1. 
It is clear there is a definite drop in citizenship grades in the campussed group, but 
no significant decrement occurs in the non-campussed control group. The hypothesis 
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TABLE 1. CHANGE IN CiTIzENsHIp GRADES OF CAMPUSED AND Contrrot GRouPS FROM Two 
BASELINE PERIODS TO THE QUARANTINE PERIOD 


Campused Group (N 34) Control Group (N 36) 


Periods Grades (% Periods Grades 


One Week Baseline 7 2 One Week Baseline 
Quarantine Period 9 35 35 7 Quarantine Period 
X? = 41.65 (.01 le X? not significant 


4 Week Baseline 24 
Quarantine Period 9 
2 12.58 (.01 level) 


that, in general, our emotionally disturbed adolescents respond more to immediate 
than distant, more prized incentives, is supported. 

We also examined grades obtained in academic work. There was no change in 
these grades from the base periods through the experimental period in both groups. 
This consistency is further supporting evidence for our findings since there is a con- 
crete monetary reward associated with scholastic grades in these groups. The 
amount of the student’s weekly monetary allowance is determined by his average 
grades. The consistency is important since it shows that there was not a generalized 
negativeness or rebelliousness set off by the quarantine. In the academic setting, 
where the incentive was continued, the level of performance continued. In the home 
environment, where the incentive was withdrawn, the level of performance dropped 
off sharply. 

Part II 

We noted that not all of the individuals comprising the campussed group 
dropped in their citizenship grades during the campussed period. In order to test 
the hypothesis that boys whose grades dropped differed in important ways from 
boys whose grades did not drop, two sub-groups were drawn from the total quaran- 
tined population. One group consisted of boys who had obtained a B or better 
citizenship grade the week prior to quarantine and who maintained a B or better the 
week of quarantine, (N = 11). The other group consisted of boys who also obtained 
a B or better the week prior to quarantine, but whose grade dropped below a B the 
week of quarantine. Since both groups had a B or better the previous week, both 
groups had a long range reason to maintain a good grade during the quarantine. 
They would be keeping a string of good grades going, which would pay off the week 
following quarantine. Since the long range incentive seemed potent in the one group 
and not in the other, we reasoned that the groups might be different in terms of char- 
acteristics related to a general tendency to react in terms of immediate or distant 
incentives. 

To test whether our suspicions warranted more complete study, we asked a 
psychologist! who has intimate contact with the boys to classify each of the 22 Ss 
into one of two categories. The first briefly described the ‘‘pleasure principle’, and 
the second the “reality principle’. He was not told why he was to make this classi- 
fication. Taking the individual’s citizenship grade change as a validating criterion, 
he placed 16 of the 22 correctly. A binomial test showed this figure to be a deviation 
from chance placement, significant at the three per cent level of confidence. Further 
investigation into the two groups appeared feasible. We then hypothesized that: 


Since the drop in citizenship grades posed the issue of the relative potency of 
temporarily distant incentives, boys for whom temporally distant incentives were less 


'The authors wish to thank Mr. Leonard Green for his aid in this part of the study and for his 
generous cooperation throughout. 
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a 

effective would experience reality time as passing more slowly, and in general have a 
more constricted conception of time. Specifically, we hypothesized that our group of 
boys whose citizenship grades dropped would have extended estimations of reality 
time, and would judge future events as occurring sooner, whether the latter events 
were to occur during their own lifetimes or in the more distant future. Past research 
had found a constricted conception of time in psychotics, delinquents, and low- 
socio-economic groups “: * & 8), 

Since the boys whose citizenship grades dropped had “‘acted out’’, these boys would 
exhibit less ability to inhibit an habituated motor response. Past research had shown 
such an ability to be related to Rorschach M“, the determinant presumed to 
reflect the ability to delay impulse expression and interpose thought between im- 
pulse and response. Motor inhibition had also been related to similar control over 
thought associations’, a feeling state“, and to the ward behavior of psychotics“). 


The boys whose citizenship grades dropped would be less prone to view social con- 
duct as being motivated by internalized ethical standards, since such boys are more 
prone to react in terms of immediate rewards and punishments. 


MeEtTHOD 

Time estimation and time conception. The test of time estimation merely re- 
quired the boys to judge how long a time period passed between the starting and the 
stopping of a stop watch. Twenty, forty, and sixty seconds were employed. The test 
of time estimation consisted of 19 questions such as: How old might you be when 
you achieve your greatest personal success? How old might you be when you get 
married? What year will they make the first trip to the moon? What year will 
everyone have their own airplanes, like today they have their own car? Many of the 
19 statements were taken from Wallace“, while others were devised by the authors. 

Motor inhibition. This task requires that S write the phrase ‘““New Jersey 
Chamber of Commerce’’ between two given lines, as slowly as possible, without 
stopping and without taking the pencil off the paper. The more written for any given 
time period, the less inhibition has been demonstrated. 


Internalized ethical standards. This task consisted of 28 incomplete sentences 
describing socially conforming behavior, followed by three choices for completion. 
Each choice reflected a different level of internalized ethics, one choice tapping com- 
pletely internalized ethics, another the rationale of fear of loss of love or concern 
with what others might think, while the third pertained to immediate rewards and 
punishments. The fact that the three choices in each item reflected the three ration- 
ales had previously been established by judgmental agreement among 10 psycholo- 
gists. Two sample questions and choices are: 

1. Most people try to get to work on time because: 

( ) they'll be fired if they are late too much. 
( ) they feel responsible for the work expected of them. 
( ) they don’t want to be considered lazy and irresponsible. 

2. Most boxers don’t hit below the belt because: 

( ) the fans will think they are dirty fighters. 
( ) they believe in following the rules. 
( ) they don’t want to lose the round. 


RESULTS 
Due to the illness of two boys on the day the groups were tested, both the group 
that maintained good citizenship grades (Group M) and the group that did not 
(Group NM) were reduced to Ns of ten. One other boy’s results on all procedures 
except time estimation were so bizarre, and side remarks written on the answer sheet 


*The senior author developed this scale in collaboration with Dr. R. G. Ballard of the VARO, 
Philadelphia, Pa. 
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so out of context, that his results were not included in the statistical treatment. 
Group NM was thus diminished to an N of 9 for all tasks except time estimation. 


Time Estimations. Comparing the distributions of means of the three estimated 
times for both groups by the U test, group NM was found to have significantly longer 
judgment at about the .10 level (U = 66.0). This finding suggests that those boys 
whose grades dropped when the immediate incentive was withdrawn, tend to ex- 
perience brief time periods as passing slowly. 

Time Conception. Taking the mean of the response to all 19 questions as the 
measure, the difference between groups was significant in the predicted direction 
at p = .05 (U = 67.5). This finding supports the hypothesis that future time con- 
ception is constricted in those boys whose citizenship grades dropped. 


Voluntary motor inhibition. No difference was found between the two groups 
in their performance of this task. In considering the negative findings, it should be 
noted that prior work with this task used individual administration in contrast to 
the group procedure used here. 


Internalized standards. None of the group comparisons for any of the three 
levels of internalized ethics reveal a significant difference. 


SUMMARY 

In a residential treatment setting, adolescent emotionally disturbed boys showed 
a highly significant drop in conforming behavior as measured by citizenship grades 
when an immediate incentive was temporarily suspended. This drop occurred des- 
pite the fact that a long range incentive to maintain conforming behavior was still in 
force. Not all of the boys’ citizenship grades dropped when the incentive was sus- 
pended. When a group who did not maintain grades (NM) was compared with a 
control group (M) who did, the NM Ss had a more constricted view of time. How- 
ever, there were no differences between the groups in the ability to voluntarily in- 
hibit a motor habit (slow writing task) nor on a scale purporting to measure in- 
ternalization of standards of conduct. 

Our findings are consistent with the concept that emotionally disturbed adoles- 
cents as a group are immature and respond to immediate impulses without sufficient 
regard for more distant consequences and rewards, and also suggest that this de- 
ficiency relates quite intimately to the individual’s inability to encompass a broad 
time perspective. 
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EXPERIMENTAL CONTROL OF DEPENDENCY 
BY POSTHYPNOTIC SUGGESTION 
M. JUDITH BERNFELD AND GEORGE M. GUTHRIE 


The Pennsylvania State University 


Sarbin® has presented an extensive interpretation of hypnotic behavior in 
terms of role theory. This conceptualization points to many similarities between 
hypnotic phenomena and some events in psychotherapy. For example, the behavior 
of both the hypnotic subject and patient is greatly influenced by their perception of 
their role, and their conceptions of the expectations of the other. Gordon) demon- 
strated that distortions of interpersonal relationships can be produced in a controlled 
fashion by means of posthypnotic suggestion. His subjects were under a suggestion 
that the therapist reminded them of someone who had made them angry. In the 
hour of counseling which followed subjects reacted with criticism, prolonged silences, 
headaches, and other manifestations frequently associated with unexpressed re- 
sentment. The relationship was altered in consistent ways although neither subject 
nor therapist was aware of the source of the problem. 

This study was designed to determine whether posthypnotic suggestion could 
be used to manipulate an independent variable, dependence, in a simulated therapy 
situation. Certain behavior was expected in the experimental group if successful 
modification of dependent needs occurred. It was hypothesized that the experi- 
mental group would discuss fewer topics, make more emotional statements, ask more 
questions, and show a lack of confidence. In addition, they would show more interest 
in the therapist as a person by making more use of the word ‘‘you.”’ 


METHOD 

The procedure is described in detail elsewhere“. The subjects consisted of 10 
male undergraduates all of whom had been hypnotized at least once. The experi- 
mental group of five were hypnotized to the level of amnesia for posthypnotic sug- 
gestion. Under hypnosis they were told of an experience in which they had become 
excessively dependent on a high school teacher and had felt weak and inadequate 
because of this dependence. They were told that the therapist would remind them 
of this teacher. The control group received no posthypnotic suggestion. All sub- 
jects were asked to talk to the same counselor for an hour about any problems they 
might be having with their school work. All interviews were recorded. The Mann- 
Whitney U test “: »». 6-127) was used to each hypothesis. 


RESULTS 


1. The prediction that the control group would discuss more topics was con- 
firmed (p = .048). The ranking of subjects was based on the value obtained by 
dividing the number of topics discussed by the number of pages of typescript. The 
result indicates that the induced feeling of dependency prevented the subject from 
ranging widely in the topics he discussed. 

2. The experimental group showed a higher percentage of statements of emo- 
tion as opposed to statements of fact (p = .048). The effect of the suggestion was to 
produce a greater show of emotions and more intense involvement with the therapist. 

3. The experimental group asked more questions (p = .01). Beyond some 
questions arising from the suggestion of previous acquaintance, the experimental 
group also asked the therapist questions about himself. They appeared to be more 
interested in him as a person. 

4. The experimental group made more statements expressing self-depreciation 
and lack of self-confidence (p = .048). These were not confined to statements clearly 
related to the content of the suggestion. 
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5. In their resentment of the unwanted dependency, three of the experimental 
subjects criticized the therapist directly. None of the control group did so. The 
same test of significance yields a p of .014. 

6. The use of the word ‘“‘you”’ as an index of a closer relationship is complicated 
by the fact that subjects also use this word impersonally in the phrasing of their 
ideas. The results were in the direction predicted with a p of .075. 


These results demonstrate that predictable changes in relationships can be 
produced by posthypnotic suggestion. The behavior obtained was not some new 
superficial pattern imposed by hypnosis but rather was drawn from the repertoire of 
the subject for handling such problems. Dependent needs can be manipulated by 
posthypnotic suggestion. Since these needs can be related to a counselor, the possibil- 
ity is raised of experiments in therapy which would be controlled better than present 
field studies. 


SUMMARY 
Hypnosis was used to manipulate dependency needs in the relationship between 
a subject and a counselor. A posthypnotic suggestion of an earlier experience of in- 
tense dependency was given to the experimental group and it was suggested that the 
therapist would remind them of this experience. The control group was hypnotized 
but given no posthypnotic suggestion. The predicted changes in the relationship 
appeared. It is suggested that this method will permit investigation of many aspects 


of therapeutic relationships under increased degrees of experimental control. 
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MENTAL HEALTH AND SOCIAL CLASS 


Hollingshead and Redlich' recently have reported data interesting to all 
clinical psychologists in a book summarizing the results of a 10 year socio-psychiatric 
study from Yale University of the interrelations between social class and mental ill- 
ness. It is evident that broad generalizations from New Haven data to the whole 
population will depend upon the representativeness of this local situation as an 
unbiassed sample. Roughly the first half of the book deals with the scope and meth- 
ods of the study, the local social setting in New Haven, and the relation of social 
status and psychiatric illness. The data seem to indicate that upper class (classes I 
and II) persons get to see a psychiatrist in more “gentle’’ and insightful ways, while 
lower class persons are referred in more direct, authoritative and even brutal ways. 
Strong evidence is presented that there is a definite association between class position 
and being a psychiatric patient, with the lower classes contributing a much larger 
proportion of patients to the population. The greatest difference occurred between 
classes [V and V with the lowest class contributing much higher incidences. Interest- 
ing class differences in the incidence of neurotic reactions are shown with character 
neuroses, obsessive-compulsive reactions, depressive reactions and psychosomatic 
reactions being more common in upper class persons, and phobic-anxiety reactions 
and hysterical reactions occurring more frequently in the lowest class. All of the 
psychotic reactions occurred with increased prevalence in the lower classes with the 
affective reactions showing the slightest class differences and the organic psychoses 
showing the greatest amount of increase from the highest to the lowest classes. 

The data and conclusions presented in chapters 9 and 10 dealing with class 
status and treatment are more questionable due to apparent interpretive bias on the 
part of the authors and also an apparent unrepresentativeness of the New Haven 
situation. Due to the fact that this book will have wide influence, with its conclusions 
being quoted for years, it is necessary to scrutinize the data and conclusions very 
carefully. Chapter 9 evaluates the treatment process, starting with a survey of 
types of treatment available. The specific types of psychotherapy are classified as 
(a) psychoanalysis, (b) analytic psychotherapy, (c) directive therapy and (d) group 
psychotherapy. It appears that the authors have arrived at this classification in- 
tuitively since intensive operational studies of each therapist in the community 
apparently were not done. The book does not describe any objective procedures for 
differentiating the various groups of therapists, nor are there any studies objectifying 
exactly what the different groups of therapists actually do therapeutically. The 
research design, therefore, is defective and incapable of supporting the conclusions 
of chapters 9 and 10. Indeed, the scientific validity of the whole book is seriously 
questioned because of the descriptions of classes, therapists and patients in terms of 
subjective characterizations based on subjective impressions. Throughout the book 
there appear many subtle value judgments tending to support the artificial and 
obsolete dichotomy of therapeutic orientations into analytical-psychological (A-P) 
and directive-organic (D-O) groups, the former being approved and the latter subtly 
disparaged. Whereas in most other university departments of psychiatry and im- 
portant clinical facilities in the country there is a determined and largely successful 
effort to minimize differences in theoretical orientations and to encourage personnel 
with all backgrounds to work tolerantly with each other, New Haven has been des- 
cribed by intimate observers as dominated by psychoanalysts since World War 
II in the sense that almost all important teaching and hospital appointments are held 


‘Hollingshead, A. B. and Redlich, F. C. Social Class and Mental Illness. New York: Wiley, 1958, 
pp. 442. $7.50. 
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and controlled by psychoanalysts to the point where there is probably an higher per 
capita incidence of analysts in New Haven than in any other important center of the 
country. 

In terms of the peculiarities of this local situation which may be regarded as 
decidedly atypical in the United States, it is not surprising in Chapters 9 and 10 to 
discover that upper class patients end up with the analysts while lower class patients 
get only directive therapy or institutionalization. We reject the interpretation, 
subtly suggested in this book, that psychoanalysis is the approved highest standard 
of treatment because it seems to be overwhelmingly chosen by upper class persons 
who are presumably more intelligent and better able to judge what is best. It would 
appear that New Haven patients do not have equal opportunities to choose from a 
representative sample of practitioners with roughly equal competence and prestige 
from all theoretical orientations. In as much as analysts hold most of the key 
positions in the community, is it not probable that they will automatically receive 
more class I and II referrals? We suspect that different conclusions would be reached 
in studies from Philadelphia, Baltimore, Denver or San Francisco where the composi- 
tion of psychiatric facilities is greatly different. Patients with the money to secure 
the best in treatment will tend to select the leading prestigeful authority in any 
community whatever his affiliation may be. This book does not pretend to present 
any evidence to the effect that the psychoanalysts are doing any better or more valid 
work with their class I and II patients than are directive therapists with their Class 
IV and V patients. It would appear that the conclusions of chapters 9 and 10 with 
respect to social class and type of psychotherapy probably are limited to the New 
Haven situation and will require cross-validation before generalizations can be 
accepted. 

On the other hand, the data of chapter 9 are open to quite a different inter- 
pretation which has far-reaching implications for psychiatric education and public 
health administration. New Haven is the home of Yale University, the policies and 
vicissitudes of whose department of psychiatry may be considered to have important- 
ly determined the local psychiatric scene. Tables 30 and 31 indicate that psycho- 
analytic therapy is practically limited to class I and II patients who are the only 
ones who can afford it. The book also points out that the sensitive, intensively- 
trained analyst is not apt to have much in common with lower class patients and 
often is offended by their crudities. The implication is repeatedly stated that psycho- 
analysis is essentially an upper class procedure, suitable only for those with intelli- 
gence, education, psychological sensitivity and, last but not least, money to pay. 
What are the implications of this for psychiatric education? Can a large university 
justify a psychiatric departmental organization which turns out students and resi- 
dents oriented only to upper class practice? Who is to help the lower classes? It 
appears that in New Haven the so-called directive therapists are the only ones even 
attempting it on any large scale basis. It is in this area that the book raises more 
questions than it answers. We are advised that steps have been taken at New Haven 
to develop psychiatric resources for lower class patients. 
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EKsTeIn, R. and WALLERSTEIN, R. 8S. The Teaching and Learning of Psychotherapy. 
New York: Basic Books, 1958, pp. 334. $6.50 


This significant book describes the theory and practice of the teaching of psycho- 
therapy at the Menninger Foundation where the authors are practicing psycho- 
analysts with nearly ten years of experience with the Menninger program. They dis- 
cuss the supervisory process in detail under the headings of the training setting, the 
beginning phase, the learning process, and the end phase. The presentation is illus- 
trated by a wealth of pertinent examples relating to actual case records, standard 
situations, methods of supervision, and follow-up studies. 


Murpuy, GARDNER. Human Potentialities. New York: Basic Books, 1958, pp. 340’ 
$6.00 


This book represents an enlargement of the 1953 SPSSI Kurt Lewin Memorial 
lecture under the same title. From his scholarly knowledge of the literature and his 
acknowledged psychological sophistication, Dr. Murphy discusses the struggle of 
man to break away from his biological nature, through the mold of culture, and into 
a state of self-directed growth wherein his highest potentialities are actualized. A 
thorough reading of this book will help most men to understand the kinds of creative 
growth which are possible and also some of the ways to achieve progressive develop- 
ment. This book might even become required bibliotherapy for frustrated men who 
need to gain new visions of what life can be like. 


LinpzeY, GARDNER (Ed.) Assessment of Human Motives. New York: Rinehart, 1958, 
pp. 273. $5.00 


This book summarizes the 1957 conference held at Syracuse University consist- 
ing of nine important papers by G. Lindzey, G. A. Kelly, L. Festinger, G. S. Klein, 
R. Schafer, I. L. Janis, H. A. Murray, R. C. Cattell and G. W. Allport. 


AcKERMAN, N. W. The Psychodynamics of Family Life. New York: Basic Books» 
1958, pp. 379. $6.75 
The author is Associate Clinical Professor of Psychiatry at Columbia University 
and a practising psychoanalyst. This book describes the philosophy and technique 
of family diagnosis and therapy. The cogent case histories make this an important 
source book for the student interested in handling the global family unit. 


JAHoDA, M. Current Concepts of Positive Mental Health. New York: Basic Books, 
1958, pp. 136. $2.75 A summary of theoretical concepts. 
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1958, pp. 320. $6.00 Third edition. 


Scnutz, W. C. F I RO: A Three Dimensional Theory of Interpersonal Behavior. 

New York: Rinehart, 1958, pp. 267. $6.50 

The title F I R O refers to fundamental interpersonal relations orientation, the 
author’s designation and method for measuring the important dimensions of inter- 
personal relations in the areas of inclusion, control and affection. The author reports 
a large research project for developing methods and presenting the results for ob- 
jectifying the nature and determination of interpersonal relations. An important 
contribution. 





BOOK NOTICES 119 
Hott, R. R. and Lusorsxy, L. Personality Patterns of Psychiatrists. New York: 
Basic Books, 1958, pp. 386. $7.50 


A report of a ten year study of the personality characteristics of 466 applicants 
for psychiatric training at the Menninger Foundation. 


CanTrRIL, H. The Politics of Despair. New York: Basic Books, 1958, pp. 269. $5.00 


This monograph evaluates the personality characteristics and motivations of 
the down-trodden masses, many of whom become protest voters. The focus is upon 
non-Communists who vote Communist. 


Gorpvon, H. L. The New Chemotherapy in Mental Illness. New York: Philosophical 
Library, 1958, pp. 762. $12.00 A collection of papers on every aspect of chemo- 
therapy. 


SaKeL, M. Epilepsy. New York: Philosophical Library, 1958, pp. 204. $5.00 
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KNELLER, G. F. Existentialism and Education. New York: Philosophical Library, 
1958, pp. 170. $3.75 An interpretation of the implications of existentialism. 

Scort, J. P. Aggression. Chicago: University of Chicago Press, 1958, pp. 149. $3.75 
A review of the psycho-physiological literature, concluding that there are no 

instinctive needs for fighting which appears to be a reaction to environmental presses. 


ALLEN, Rospert M. Personality Assessment Procedures. New York: Harper, 1958, 
pp. 541. $6.00 


This is an elementary textbook surveying the techniques and procedures cur- 
rently utilized for evaluating personality and describing a representative sample of 
standard psychometric, projective, physico-chemical and physiological, and life 
situation methods. 


WoopwortH, R.S. Dynamics of Behavior. New York: Holt, 1958, pp. 403. 


Perhaps more than any psychologist of his generation has Dr. Woodworth 
attempted to interpret and resolve the apparent inconsistencies of contemporary 
schools of psychology. Stemming from his unusually wide training and critical 
dissatisfaction with extremist positions, he consistently has espoused a genuinely 
eclectic viewpoint by seeking to integrate all worthwhile contributions whatever 
their source. In this book, written in his usual] succinct, refreshingly down-to-earth 
style, Prof. Woodworth attempts to discuss the principal factors which organize be- 
havior on the level of an advanced text in basic psychology. He uses the term dyn- 
amic to refer to all the forces which organize behavior. Motivation, perception and 
learning are selected as the principal areas for discussion. Even the advanced 
psychologist will profit from Woodworth’s sage interpretive comments on such 
theories as Skinnerism. 


Taaiurt, R. and Petrutyo, L. (Eds.) Person Perception and Interpersonal Behavior. 
Stanford, Calif.: Stanford University Press, 1958, pp. 390. $7.50 


An important symposium of papers originally presented at the Harvard-Office 
of Naval Research Symposium on Person Perception held at Harvard University 
in March 1957. 


HAMMER, EMANUEL F. The Clinical Application of Projective Drawings. Springfield, 
Ill.: C. C. Thomas, 1958, pp. 663. $13.50 
This book presents a series of papers by 11 distinguished authorities in the field 
of projective drawings with particular emphasis on clinical applications and illustra- 
tive protocols. 


ANASTASI, ANNE. Differential Psychology. New York: Macmillan, 1958, pp. 664. 
$7.50. Third edition. 
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Puewps, W. M., Hopkins, T. W. and Cousins, R. The Cerebral-Palsied Child. New 
York: Simon and Schuster, 1958, pp. 237. A guide for parents. 
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20MAN, Metvin. Reaching Delinquents through Reading. Springfield, Ill.: C. C. 
Thomas, 1958, pp. 125. $4.50 


This important monograph reports the results of a tutorial group therapy pro- 
gram carried out at the Treatment Clinic of the New York City Children’s Court 
with a group of neglected or delinquent children with I1Q’s between 65 to 95 with 
reading disabilities. Twenty-one subjects were divided into three groups receiving 
group remedial reading, tutorial group therapy and interview group therapy. The 
subjects receiving tutorial group therapy improved to a significantly greater degree 
than the other two groups, and it is concluded that either remedial reading or 
psychotherapy, taken singly, are not enough but should be ideally combined in the 
tutorial group therapy method. 
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Knopf, 1958, pp. 412. $8.75, trade; $6.50 text. An excellent review of what is 
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This is a collection of a series of articles originally published in the Independent 
discussing the pros and cons of all forms of sex behavior for the layman. The author 
is a well known psychologist specializing in sexology, who speaks out with engaging 
frankness on a tabooed subject. Generally speaking, his views reflect the most ad- 
vanced scientific findings in the field although his style of presentation is, in places, 
more vehement and speculative than many scientists would subscribe to. This is a 
book for those who are mature enough to use sex information wisely. It provides 
authoritative and realistic answers to a great many questions which young people 
are discussing under cover. While its contents may shock the inhibited or over- 
protected layman who has never seen so many issues discussed in one place, it may 
safely be recommended as a reference to the large numbers of people who are already 
thinking about such topics in an ill-guided way. Our only commentary is that 
perhaps this book overemphasizes the interests of male sexual aggressiveness in con- 
trast with feminine needs for protection and security. 
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IN DEFENSE OF MOTHERS: How to 
Bring Up Children in Spite of the 
More Zealous Psychologists 

By Leo Kanner, Professor of Child Psy- 
chiatry, The Johns Hopkins Univ. Al- 
though Dr. Kanner has written many 
scholarly monographs and widely used 
text books, this is the first book to put his 
knowledge and experience into popular 
form. Moreover, it is the first opportunity 
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ANTISOCIAL OR CRIMINAL ACTS 
AND HYPNOSIS 

By Paul J. Reiter, Copenhagen. A life- 
study in minutiae of amazingly harden- 
ed gangster hypnotizer BSN and his sub- 
ject PH. Their intimate story fascinates 
and repels as the reader follows the con- 
tributing hypnotic factors into their ap- 
prehension and arrest, listens to experts 
testify, follows the searchlight spotlight- 
ing the low down on crimes hy pnotically 
induced and controlled, hears the Sol- 
omonic verdict characterized by legal- : : : < 
istic reluctance. To be published early which operate so devastatingly in the perinatal period. 
1959. Pub. Oct. ’58, 352 pp., 114 il., $8.00 


THE DEMONSTRATION CLINIC: 
For the Psychological Study and 
Treatment of Mother and Child in 
Medical Practice. 

By David M. Levy. Unexplored fron- 
tiers of enormous potential to modify 
child development and behavior are 
pointed up by this famous Kips Bay 
demonstration. A welcome refreshing 
schooling from a master who introduces 
new techniques, new therapy, new meth- 
ods of approach that develop new skills 
with mother and child. Psychiatrists wlil 
find the mental hygiene techniques stim- 
ulating. Pub. Jan.’59, 160 pp., $4.50 


ed in Puerto Rico to attack this relatively neglected 
problem in a Conference on Asphyxia Neonatorum, 
Brain Damage, and Impairment of Learning. The result 

a truly comprehensive attack on the biological factors 








BEHAVIORAL ANALYSIS: An Analysis of Clini- 
cal Observations of Behavior as Applied to Mothe: 
Newborn Relationships 

By David M. Levy, Columbia Univ. This penetrziing 
analysis which avoids statistical methods classifies and 
analyzes behavior patterns and the situations in which 
they operate. The MOTHER-NEWBORN relation- 
ships are used to demonstrate method. The guidance 
given the reader in the number of original observations 
on all feeding period phases will give investigators of 
social behavior new approaches into experimental situa- 
tions. Pub. Sept. ’58, 416 pp., $9.50 








SOCIAL PSYCHIATRY IN 
ACTION: A Therapeutic 
Community. 


THE DOOR OF 
SERENITY 
By Ainslie Meares, Mel- 


THE ROOTS OF 
PSYCHOANALYSIS 
AND PSYCHOTHERAPY 





By S. A. Szurek, Professor, 
Dept. of Psychiatry, Univ. 
Californ ta School of Medicine. 
This book may disturb your 
thinking if you are a trench- 
ant and thick-skinned educa- 
tor who wants a stimulating 
exercise in his search for ele- 
ments in current knowledge 
and experience which might 
become some of the founda- 
tions of a theory of general 
psychotherapeutics—for it is 
offered as a discursive pursuit 
of one possible theoretical an- 
alvsis of basic factors in the 
therapeutic process as the 
writer knows it. T'o be pub- 
lished Jan. ’59 


CHARLES C THOMAS + PUBLISHER - 





bourne. A study in therapeutic 
use of symbolic painting (with 
25 illustrations in full color) 
This distinguished psychia- 
trist describes his treatment 
of a schizophrenic patient and 
the paintings through which 
she tried to communicate 
with him. A warmly human 
book yet with real scientific 
value as a contribution to re- 
search in the therapy of 
schizophrenia. Pub. March 
68, 120 pp., 25 full color il., 
$4.50 





301-327 East Lawrence Avenue - 


By Harry A. Wilmer, Naval 
Med. Research Inst. Signifi- 
cant! Practical! In sparkling 
prose! With refreshing and 
unique illustrations! Tells 
what patients said, who they 
were, what the doctor said 
and why. Frank reporting of 
techniques. New management 
methods. Therapy. Gives you 
the “feeling” of a therapeutic 
community, of TRIALS, 
DIFFICULTIES, SUCCES- 
SES. Pub. Aug. ’58, 400 pp., 
50 il., $8.75 


SPRINGFIELD + ILLINOIS 











SINGLENESS OF PURPOSE 


For nearly half a century Devereux has been devoted to 
the single purpose of developing to the fullest the thousands 
of boys and girls who have been entrusted to it for education and 
guidance, 


In that time, techniques have improved and facilities for 
special education have grown as the program has developed into 
the fully staffed “‘multidisciplined” approach used today. 


This singleness of purpose, which has helped the Schools 
serve children, parents, and referring physicians in the past, will 
continue to guide the Schools in their progress in the years ahead. 


Professional inquiries should be addressed to 
Charles J. Fowler, Registrar, Devereux Schools, 
Devon, Pennsylvania; western residents address 
Keith A. Seaton, registrar, Devereux Schools in 
California, Santa Barbara, California. 


SCHOOLS 


COMMUNITIES 
THE DEVEREUX FOUNDATION | cays 


A nonprofit organization Founded 1912 TRAINING 





Santa Barbara, California Devon, Pennsylvania RESEARCH 


Professional 
Associate Directors 


HELENA T. DEVEREUX Charles M. Campbell, Jr., M.D 
Administrative Consultant Michael B. Dunn, Ph.D. 


EDWARD L. FRENCH, Ph.D. 
Director Fred E. Henry, S.T.D. 


JOHN M. BARCLAY J. Clifford Scott, M.D. 
Director of Development 

















